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FOREWORD 


The QuarTeRLY REVIEW OF SURGERY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia . Proctology 

. Tumors 10—C. Peritoneum . Genitourinary Surgery 

. Neurosurgery 10—D. Stomach and . Gynecologic Surgery 

. Head and Neck Duodenum . Vascular Surgery 

. Plastic Surgery 10—E. Intestines . Orthopedic Surgery 

. Thyroid and Parathyroid 10—F. Appendix . Traumatic Surgery 

. Thoracic Surgery 10—G. Liver and Biliary . Miscellaneous 

. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 
Normal Pregnancy Including Diagnostic Tests The Menstrual Cycle 
Pathologic Pregnancy The Vulva and Vagina 
Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 
Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology) 
and Analgesia Operative Gynecology 
Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 
Pathology of Newborn 
The Puerperium 
MISCELLANEOUS BOOK REVIEWS 
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SPECIAL ARTICLE 


Present Day Problems in Non-Penetrating 
Abdominal Trauma* 


William L. Estes, Jr. 


BETHLEHEM, PA. 


A recent review of 84 consecutive cases of non-penetrating abdominal trauma, 
admitted to the author's clinic from 1935 to 1953, reveals certain pertinent facts 
which should serve to highlight the present problems concerning this field of surgery. 

There was a total of 145,737 hospital admissions during the period in which these 
84 instances of abdominal trauma were encountered. Roughly, this is an incidence 
of 1 in 1,750 admissions. 


MORTALITY 


The mortality and the viscera involved in this series are demonstrated in the table 
on the following page. 

Fifteen of the 84 cases died, an overall mortality of 17.8 per cent. Sixty-one 
(72.6 per cent) involved the solid viscera,—the spleen and liver in 35 cases, 9 of 
whom died (25.7 per cent). Thus, the greatest mortality and the greatest incidence 
of nonpenetrating abdominal trauma were found to be in lesions of the solid viscera, 
particularly of the spleen and liver. 

While there has been a commendable, gradual lowering of mortality from ab- 
dominal trauma through the years, mortality is still too high, in view of present 
day potentialities for its prevention. That our present armamentarium can be effec- 
tive in lowering mortality is evidenced by the fact that of 23 in our series treated 
since 1950, only 2 died (8.7 per cent). Welch and Giddings in reporting on 56 cases 
treated since 1943, report 2 deaths (3.6 per cent). 

Therefore, it would seem worthwhile not only to emphasize that a major problem 
iN nonpenetrating abdominal trauma is improved use of existing ways and means 


* This article is an abridged version of an original paper published in the January-February, 1954, Bulletin 
of the American College of Surgeons (Vol. 39, pp. 11-18). 
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to reduce mortality, but to indicate those factors in mortality which promise fruitful 
fields for corrective measures. 


Viscera No. of Cases Deaths Mortality Rate 

Kidney 0 0 
Liver 3 (no op.) 33.3%: 
Pancreas 0 0 
Spleen 6 (no op.) 30.0% 
Stomach, pancreas, duodenum 1 100.0% 
Intestine 

Duodenum (retroperitoneal? 

Jejunum 


0 
12.5% 

0 

0) 
11.0% 
100.0% 
100.0% 

0 


Lleum 
Colon 
Bladder 
Diaphragm 
External iliac artery rupture 
Contusion of abdomen 


OC OWN 
OOK 


17.8%, 


Total 


FACTORS IN MORTALITY 


Actual Causes of Death. In our series the actual causes of death may be summarized 
as follows: 
Hemorrhage 7 
Secondary to rupture of: 
a) Spleen 
(b) Liver, spleen, lung 
Cc) Bladder 
(d) Iliac artery 
Peritonitis- 
Secondary to rupture of: 
(a) Stomach 
(b) Jejunum 
(c) Liver 1 
Concomitant thoracic lung injury 
Concomitant cerebral trauma 


It will be observed that hemorrhage and peritonitis were responsible for two thirds 
of the mortality and largely represent preventable deaths. However, concomitant 
cranial and thoracic injuries constituted a definite lethal element in those casualties 
with multiple trauma. 

Multiple Injuries. Forty-three (56.2 per cent) of the 84 cases had multiple injuries, 
and 14 (32.5 per cent) of these died. All but 1 of the deaths in this series were of 
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accident victims with multiple injuries. These consisted of a combination of (1) 
head and neck, (2) chest and/or (3) extremity lesions with (4) abdominal trauma. 

To avoid mortality in multiple injuries certain requisites are essential. They 
include sound judgment in establishing priority for definitive treatment for the 
injuries incurred, and constant vigilance to insure that an abdominal emergency 
demanding immediate operation is recognized. 

Failure to Recognize an Abdominal Emergency. Thirty-nine of our 84 cases were not 
operated upon; of these 9 died. The non-operated cases consisted of: 


Contusion of kidney 23 
Contusion of abdominal wall 

Liver laceration or contusion 

Multiple injuries (all died) 

Splenic rupture (all died) 


The 9 cases of multiple injuries and splenic rupture all died. The 6 cases of multiple 
injury were in extremis and died within three hours of admission. However, one of 
these that came to autopsy and the 3 cases of splenic rupture are of sufficient interest 
to merit a brief summary. 

Case 1: This patient had an extensive, crushing injury to the right chest and frac- 
ture of 10 ribs, with marked dyspnea. He was admitted in extremis and died within 
three hours after arrival at the hospital. The full significance of injury to the liver 
was masked by the excessive trauma to the chest. Autopsy revealed not only ex- 
tensive laceration of the liver, but also rupture of the spleen and laceration of the 
lung, as well as multiple bilateral fracture of ribs. 

Case 11: A man who had a pneumonectomy for bronchiogenic carcinoma two years 
before injury was brought to the hospital three hours after a motor accident, in 
shock, semicomatose, and dyspneic. Several ribs in his left chest and his tibia were 
fractured. He failed to respond to multiple transfusions and died within 10 hours of 
admission. The patient was quite emaciated and metastatic carcinoma, in addition 
to the obvious fractures and chest injury, was suspected, but at autopsy a ruptured 
spleen with no evidence of recurrent carcinoma was found. 

Case 11: A delayed, unrecognized rupture of spleen proved lethal in a man who had 
multiple fractures of ribs, laceration of a lung, and fracture of a forearm. Fatal 
hemorrhage occurred on the fifth post-trauma day. The extensive thoracic injury 
completely masked evidence indicating significant abdominal trauma. 

Case 1v: A man aged 58 was admitted to the medical service and was never seen 
by a surgeon. Four months before admission, while lifting a wheel barrow with a 
heavy load of gravel, he had a sudden severe pain in the left loin and back. Although 
it was relieved by rest, pain had recurred practically every day since, radiating at 
first to the left thigh, but more recently to the left shoulder. For three months he 
also had had a cough, shortness of breath on exertion, weight loss of 25 pounds, 
anorexia and from three to four loose stools a day. He showed marked emaciation, 
an enlarged heart with mitral systolic murmur, a tender mass in upper left abdomen 
from 10 to 12 cm. in diameter, and a right inguinal hernia. His blood pressure read 
218/140; temperature, 101°; and pulse, 120. He was admitted as a cardiorenal prob- 


OBSTETRICS AND GYNECOLOGY seplember 1954 © 147 


lem, though malignancy of the stomach, colon or kidney was suspected in addition. 

Laboratory data included: hemoglobin, 7.5 Gm. per cent; red blood cells, 3,200,- 
000 per cu. mm.; white blood cells, 11,800 per cu. mm.; sedimentation rate, 30 mm./ 
hr. Electrocardiograms showed myocardial disease; x-rays revealed elevation of 
diaphragm on the left with atelectasis of lower lobe of left lung, and x-ray examina- 
tion of colon and an intravenous urogram were negative. 

Nine days after admission, a sudden desire by the patient to defecate was followed 
by his rapid collapse and death. Autopsy showed coronary sclerosis, myocardial 
hypertrophy, and a completely unsuspected rupture of an otherwise normal spleen, 
with large, intraperitoneal biood clots, both old and fresh, and a very large, old, 
left perirenal hematoma. 

Multiple Intra~-Abdominal Lesions. Multiple intra-abdominal lesions in nonpene- 
trating trauma are not common. Two cases were found in our series and both died. 
One was a rupture of liver with laceration of spleen and lung. The other was a man 
with a large rupture of the stomach and extensive contamination of the peritoneum 
by food. After suture of the rent in the stomach, he died of fulminating peritonitis 
in 48 hours. In addition, autopsy revealed a retroperitoneal rupture of the duo- 
denum and laceration of the pancreas in its middle third. 

Late Recognition of a Ruptured Viscus. The patient, as well as the surgeon, may be 
at fault in not recognizing the potentialities and seriousness of an injury and in re- 
fraining from consulting a physician. 

In our present series the only patient with intestinal rupture who died was a 70 
year old man who was struck in the abdomen by a piece of plywood being cut by a 
buzz saw. Twenty-four hours after injury he entered the hospital in shock, having 
ignored early mild symptoms of pain and vomiting. He had not consulted a doctor 
previously. At operation, after multiple transfusions were begun, 2 ruptures in a 
badly contused proximal jejunum were found, with extensive peritonitis. Resection 
of the involved jejunum failed to suffice; the patient died of peritonitis in 48 hours. 

Delay in Onset of Hemorrhage. Delay in onset of hemorrhage or in symptoms indic- 
ative of hemorrhage following trauma may be due to two causes: (1) Subcapsular 
hemorrhage in a solid viscus following a subcapsular laceration or contusion. The 
hemorrhage may at first be intracapsular for hours, even days, weeks or months after 
injury; severe hemorrhage ensues as a result of late rupture of the capsule. (2) The 
other cause is temporary arrest of hemorrhage by clot or adhesion. The initial 
hemorrhage may result in the formation of a clot that may temporarily arrest the 
hemorrhage, or an adhesion to nearby viscera may cause cessation of active bleeding 
for an interval. 

Delay in Signs, Perforation of Hollow Viseus. Delay in the signs and symptoms char- 
acteristic of a laceration or rupture of a hollow viscus can result from the following. 
(1) Shock may initially mask signs of a perforation or rupture. When appropriate 
treatment has overcome shock the clinical picture will be clear. (2) Spasm or spastic 
contraction of intestine following injury may prevent leaking of intestinal contents 
for an interval and delay signs of peritoneal irritation and peritonitis. (3) Temporary 
closing over of a laceration of the intestine by the omentum or by adhesion to ad- 
jacent viscera may also delay leaking of intestinal fluids, thereby delaying signs and 
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evidence of peritonitis. (4) Concomitant head and chest injuries may mask or delay 
symptoms characteristic of rupture as a result of unconsciousness, peripheral paraly- 
sis, or extensive lung and rib injuries. 


MEASURES TO COMBAT HIGH MORTALITY 


General Management of Obscure Cases. The general management of the obscure case 
is of vast importance. Constant observation 24 hours a day is imperative, as are 
frequent checks and rechecks of all cases in which indication for operation is not 
clear at the first examination. Simple lip service to these precepts does not suffice. 
The supervision and re-examination should be done by the resident or a staff surgeon 
and must be the responsibility of the surgeon in charge or his delegated substitute. 
Onset of significant signs and symptoms indicating operation may be delayed; yet 
eventual change to a clinical picture readily recognized as demanding operation may 
occur rapidly. 

Repeated blood counts, blood volume, hemoglobin, and hematocrit determinations 
may be helpful. Frequent x-ray observations may be enlightening, but nothing can 
supplant, in lifesaving significance, the repeated clinical examination of the patient 
until decision for operation has been reached or convalescence is complete. 

Improved Treatment of Shock and Operation While in Shock. The primary cause of 
shock is loss of blood volume which may be due either to the trauma itself or to 
hemorrhage. It is important to know when hemorrhage is the etiologic factor. 
Aids to the diagnosis of hemorrhage are the estimation of blood volume, hematocrit, 
blood counts, and hemoglobin determination. Early in severe hemorrhage, blood 
counts and hemoglobin and hematocrit determination may not give a true indication 
of the severity because of the lag in alteration and change in concentration of cir- 
culating blood. Repeated blood counts and hemoglobin determinations, however, 
will indicate the significant trend. 

Abdominal paracentesis or needle aspiration with a 20 gauge needle and a 20 cc. 
syringe may yield invaluable information in determining the presence of abdominal 
hemorrhage in a doubtful case. 

Exploratory Operation. If mortality rates are to be brought to their irreducible 
minimum, exploratory laparotomy must be included among our combative measures. 
A clear cut picture of an emergency or indication for operation may not be invariably 
present. An accurate diagnosis may not be possible. If a downward trend or a 
worsening of the patient's condition becomes obvious in a case where rupture or 

hemorrhage might account for them, exploratory operation should be promptly 
undertaken. A negative exploration is far better than failure to diagnose a lesion 
remediable by operation. 

Ancillary Aids. Present day therapy provides certain ancillary aids that can play 
a definite part in the reduction of mortality. They include antibiotics; preoperative 
and postoperative gastric suction; appropriate therapy for the metabolic needs of the 
patient; better and more varied technics of anesthesia; and definitive measures for 

the control of hemorrhage, such as local application of oxycel and gelfoam, suture 
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of rupture or rents in large blood vessels, and vitamin K given parenterally (particu- 
larly with liver trauma). 


Better Therapy for Trauma of Solid Viscera. 


CONCLUSION 


Measures available to combat high mortality in nonpenetrating abdominal trauma 
include improved treatment of shock; operation while in shock; exploratory opera- 
tion in selected cases; certain ancillary aids, such as the antibiotics, better anesthesia, 


definitive means for the control of hemorrhage, and better therapy in trauma of the 
solid viscera. 


The most pressing present day problem in nonpenetrating abdominal trauma is 
reduction of the high mortality involved. An attempt has been made to indicate 
the apparent causes of this mortality, to outline measures that promise to aid in a 
substantial reduction, and to emphasize particularly that our current armamentarium 
is adequate for accomplishment of this end. Statistics indicate that a satisfactory 
trend in the proper direction has already begun. Continuing this trend to its legiti- 
mate conclusion through more effective application of these recently acquired technics 
is an impelling challenge to surgery and surgeons of today. 


ANNOUNCEMENT 


Two new sections are being initiated by the Quarterty Review or SurGery, 
Ossretrics, AND GyNEcOLOGY: a Letters to the Editor department, and a series of 
Forums on Debatable Surgical Problems. The two features will make their first 
appearance in the Surgery section of the Journat in the near future. 

These sections are being added not only for their interest and potential benefit to 
readers, but also to provide further opportunity for reader participation in the 
Journat. The Letters to the Editor department will publish readers’ comments on 
previous articles, and in addition, letters that contain queries, together with answers 
written by the editors or other authorities in the fields with which questions are 
concerned. 

Subjects for the Forums on Debatable Surgical Problems will be selected by the 
editorial board, or chosen from suggestions made by readers. They will be submitted 
by the Editor for discussion by a panel of authorities on the topic in question. 

Readers are cordially invited to take part in these new sections and letters and 
suggestions will be accepted from the date of this announcement. They may be sent 
to the Editor in Chief of the Surgery section, Dr. Henry N. Harkins, Department of 
Surgery, University of Washington School of Medicine, Seattle 5, Wash. All corre- 


spondence must be signed, but names may be omitted in publication at the sender's 
request. 
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ANESTHESIA AND 


45. Hypotensive Anesthesia for Radical Pelvic and Abdominal Surgery. c. PAUL 
BOYAN, New York, N. Y. Arch. Surg. 67:803-812, December 1953. 


Hypotensive anesthesia to reduce blood loss during radical surgery has recently 
evoked considerable interest among surgeons and anesthesiologists. The desired 
hypotensive state can be produced by blocking the sympathetic outflow of the 
nervous system. This will abolish the peripheral vascular resistance by dilating 
the arteriolar bed, thus causing a fall in blood pressure. Proper positioning of the 
patient will further reduce the blood pressure. Hypotension of about 65 mm. of 
Hg. systolic will maintain a capillary circulation sufficient for cellular respiration 
and metabolism in all the vital organs, provided the blood is well oxygenated and 
vasodilation insured. A type of hypotensive anesthesia using hexamethonium 
bromide, a ganglion blocking agent, in combination with postural ischemia and 
pentothal, curare, and ether endotracheal anesthesia, is described. The results in 
114 cases, indications, contraindications and the physiologic basis for this type 
of anesthesia are discussed. 4 references. 5 figures. 2 tables.—Author’s abstract. 


““Hypolensive anesthesia had considerable popularily several years ago. Surgeons 
felt that in cases where hemorrhage was a hazard, it offered some protection. How- 
ever, this unphysiologic stale resulted in such a high morbidity and mortality that the 
method rapidly went into disuse and is seldom used today,” according to Donald E. 
Brace, Director of Anesthesia, Flower Fifth Avenue Hospital, New York City.— 
J. H. F. 


46. Prevention and Treatment of Cardiac Arrest. JULIAN JOHNSON AND CHARLES 
K. KIRBY, Philadelphia, Pa. J.A.M.A. 154:291-294, Jan. 23, 1954. 


When the circulation of the blood to the brain stops, it must be started again 
within approximately 4 minutes if the patient is to survive. This time limit is of 
the greatest importance. Experience has shown that virtually no surgeon or an- 
esthetist is able to act quickly enough in the presence of this emergency unless he 
has previously gone over the problem in his mind and planned the steps to be taken. 
Therefore, it is important for every anesthetist and every surgeon, in whatever 
specialty, to familiarize himself with the essential points of the diagnosis and 
treatment so that if he is suddenly faced with it, he will not be hopelessly immobi- 
lized by the enormity of the catastrophe. 

When the problem of cardiac surgery is set aside, the causes of cardiac arrest 
may be placed for all practical purposes in the following categories: reflex phe- 
nomena; an overdose of or sensitivity to an anesthetic agent; hypoxia; or a com- 
bination of these factors. 


If the incidence of cardiac arrest is to be materially reduced, there must be 
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maximum cooperation between the surgeon and anesthetist. The surgeon should 

not push the anesthetist too far in demanding deep anesthesia, and the anesthetist 
should remember that his objective is to maintain the highest possible arterial 
oxygen saturation and a normal pH of the blood. All agree that, if the anesthetic 
agents are carefully chosen and are administered in safe doses, and above all, if 
hypoxia and hypercapnia are avoided by adequate ventilation, this catastrophe 
should rarely occur. 

The early diagnosis of cardiac arrest is the most important single factor in its 
treatment. When the anesthetist reports that the pulse and blood pressure have 
suddenly and unexpectedly disappeared and the surgeon is not already in a position 
to feel the heart or a large artery, the left side of the chest should be opened in 
order to ascertain the true state of affairs immediately. Under such cicrumstances 
we have taken the point of view that exposure of the heart is a diagnostic procedure. 

Given a knife, the surgeon should have his hand on the heart in about 15 seconds. 
The incision should be made in the left fourth or fifth interspace and carried down 
to the pleura; the pleura should be opened with the handle of the knife. Once the 
pleura is open, the underlying lung can be protected by a finger as the rest of the 
interspace is opened widely. The right hand can then be forced between the ribs 
and the heart palpated. If it is in asystole, it will be still. If it is in ventricular 
fibrillation, it may give the sensation of fine muscular twitchings. It is not im- 
portant at this point to make such a differential diagnosis. If the heart is not 
beating forcefully, it should be compressed rhythmically with the right hand. 
While the surgeon is producing artificial circulation, the anesthetist must induce 
respiration artificially. 

Irregular movements of the myocardium felt on palpation are pathognomonic of 
ventricular fibrillation. When the fibrillary twitchings involve very small muscular 
segments, it may be necessary to visualize the myocardium to be certain of the 
diagnosis. The most reliable method of defibrillating the ventricles is by electric 
shock. The shock throws all the muscle fibers into a powerful contraction simul- 
taneously, causing the heart to go into standstill thereafter. The ventricles are 
then apt to resume contraction with a normal rhythm. The electric device used 
by the authors to defibrillate the ventricles is easily assembled. The anesthetist 
should remove his hands from the patient and the table as the current is applied. 
The current should be applied for less than 0.5 seconds when a single shock is used. 
For a series of shocks, the duration of each shock should be very brief. If the 
patient’s entire body does not contract, the current is probably not strong enough. 
If the heart is not defibrillated upon the first attempt, repeated attempts should be 
made after obtaining maximum oxygenation of the myocardium. 

During the past seven years, we have been able to save about 50 per cent of all 
patients who unexpectedly developed cardiac arrest in the operating room. 4 
references. 1 table.—Author’s abstract. 


Of course prevention is better than treatment after the accident has occurred in cardiac 


arrest. Cooperation belween the anesthesia department and surgeon is absolutely 
necessary.—J. H. F. 
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17. Meperidine Hydrochloride Used Intravenously Before Gastroscopy. PAUL J. 
CIMOCH AND C. WILMER wirts, Philadelphia, Pa. J.A.M.A. 153:1004—1006, 
Noy. 14, 1953. 


Most patients undergoing gastroscopic examination are given a barbiturate 
orally and a narcotic and an antispasmodic-antisecretory drug by hypodermic 
injection. The dosage and time of administration of these drugs vary widely, and 
disparity in the time of drug administration and the time of examination often 
exists. Such experiences have established the need for a medicament, short of 
general anesthesia, that will satisfy the criteria for successful gastroscopic ex- 
amination, i.e., sedation, relaxation, analgesia, diminution of spasm, reduction in 
the gastric and salivary secretions, and cooperativeness of the patient. Toward 
this end, meperdine hydrochloride has been given intravenously over a period of 
one to three minutes immediately prior to gastroscopic examination, with the 
patient lying on the table. The dosage of meperdine varies from 50 to 100 mg. 
and is based on weight and age. The drug is diluted with distilled water to a 
volume of 10 ml., and initially 0.5 ml. is injected and a minute allowed to pass; if 
the patient does not experience a reaction, the injection is continued over a two 
minute period. After the examination, patients remain in bed for one or two hours; 
after that time outpatients are permitted to leave the hospital. The use of this 
drug for the preparation of patients for gastroscopy eliminates the risk of topical 
anesthesia, allays anxiety, and produces analgesia in the patient at the optimum 
time. Also of importance is the fact that no general side reactions are noted and 
the hazards and requirements of general anesthesia are not encountered. 17 
references. 2 tables.—Author’s Abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


48. Telanus—Present Status of Prophylaris and Therapy. OSCAR P. HAMPTON, JR., 
St. Louis, Mo. Am. J. Surg. 87:474-478, March 1954. 


Tetanus occurs in the United States at a rate of about 500 to 600 reported cases 
per year, with a mortality of 45 to 50 per cent. The incubation period varies be- 
tween two days and several weeks. The mortality rate is highest among those 
cases with an incubation period of less than a week. In some cases, a wound of 
entry cannot be found. 

Fifteen hundred units of antitoxin is probably sufficient passive immunization 
with most wounds, but a larger prophylactic dose of 5000 to 10,000 units provides 
greater protection and extends the period of protection. The larger dosage should 
be employed when there is an obvious contamination in a deep wound, with material 
likely to contain tetanus spores. 

Passive immunization is not absolute protection against the disease, which may 
develop at reoperation on a healed wound. In such instances, additional passive 
immunization must be considered, but it is preferable to postpone secondary sur- 
gery in healed wounds potentially infected with tetanus until the patient has been 
actively immunized. 
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Active immunization with tetanus toxoid is the keystone of reduction of the 
incidence and mortality of tetanus. For active immunization, alum-precipitated 
toxoid is given in 2 doses a month apart, with a third dose given routinely a year 
later. The active immunity should be maintained by a booster injection of tetanus 
toxoid every two to four years. Whenever a wound is sustained, a booster injection 
of fluid tetanus toxoid should be given promptly. With massive wounds, or when 
the last booster injection of toxoid was given more than four years previously, it 
may be advisable to provide passive immunization with tetanus antitoxin and, at 
the same time in a separate site with a separate syringe, to provide a wound booster 
of toxoid. 

The principles of therapy of tetanus are: (1) the arrest of tetanus antitoxin 
action; (2) prevention of muscular spasm and convulsions, and (3) prevention of 
aspiration and pneumonia. The regimen of therapy for application of these prin- 
ciples, as worked out by Doctors Hartmann and Cooke at the St. Louis Children’s 
Hospital, is about as follows: continuous sedation with avertin; tetanus antitoxin, 
50,000 units by vein and 50,000 units in the muscle, not to be repeated; absolutely 
nothing by mouth; intravenous fluids to maintain balance; tracheotomy in most 
cases to short circuit the effects of laryngospasm and to permit aspiration of the 
bronchi; drainage of only obviously infected wounds; and special nursing care 24 
hours around the clock. 12 references.—Author’s abstract. 


We have seen several cases of lelanus infection where the wound itself had been 
seriously overlooked. Il is necessary lo open up these wounds wide so that orygen may 
enter the tissues to prevent the growth of tetanus bacillus.—J. H. F. 


19. The Acule Red Blood Cell Destruction Following Severe Thermal Trauma in 
Dogs, Based on the Use of Radioactive Chromate-Tagged Red Blood Cells. Joun 


W. RAKER AND RICHARD L. ROVIT, Boston, Mass. Surg., Gynec. & Obst. 98: 
169-176, February 1954. 


By the use of Cr® in the form of NasCr,, erythrocytes may be firmly tagged. 
The circulating blood volume can be measured with an accuracy of + 5 per cent 
by injecting tagged erythrocytes and determining their dilution in the blood vessels 
of the recipient. This determination is not influenced by the presence of hemolysis. 

This method has been used to determine the red cell volume of dogs before and 
after subjecting them to a 50 per cent third degree body surface burn by immersion 
in water at 85 C. for 30 seconds. The maximum red cell destruction determined 
in this way averaged 8 per cent of the red cell volume before injury. 

A more intense 50 per cent body surface burn produced by immersion of the 
animals for 3 minutes in water at 85 C. caused an average maximum red cell de- 
struction of 40 per cent of the red cell volume before injury. 

There is evidence that the even distribution of blood throughout the body is 
slower after the development of burn shock than in the normal animal. 

The red cell destruction caused by the severe chance thermal burns encoun- 
tered in humans is estimated to be 8-10 per cent of the red cell volume before 
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injury, since these human burns are thought to be analogous to the 30-second 
burns produced in the dogs. 

If the red cell destruction caused by thermal injury is usually of the order of 
magnitude of 8 to 10 per cent, it seems unnecessary to replace more than that 
volume of red cells in the first 48 hours after the burn if the reason for such therapy 
is merely the replacement of acutely destroyed erythrocytes. 5 references. 8 
figures. 1 table-—Author’s abstract. 


This is a most important study; similar measurements of the circulaling red cell 
mass afler burns in humans is essential. If erythrocyle destruction is nol a major 
feature of burns in man, the rationale of massive transfusions during the acule phase 
when the hematocrit is elevated must be seriously questioned.—Charles Fox. 


50. A Hemostalic Defect Associated with Dextran Infusion. JOHN V. CARBONE, 
FRANK W. FURTH, RUSSELL SCOTT, JR., AND WILLIAM H. CROSBY. Proc. Soc. 
Exper. Biol. & Med. 85:101-103, January 1954. 


During the course of metabolic studies with 6 per cent dextran, 2 patients were 
shown to have a prolonged bleeding time and prothrombin time. Following these 
observations, 3 groups of patients were studied. The first consisted of 11 patients 
who received dextran until their bleeding time exceeded 10 minutes. The amount 
of dextran varied from 1500 ml. in one day to 6500 ml. in 5 days. The second 
group of 15 patients received a single infusion of 500 ml. of 6 per cent dextran. 
Two patients showed an increase of bleeding time from 3 and 4 minutes to 8 and 
9 minutes. The third group of 50 subjects received a single infusion of 1000 ml. 
of 6 per cent dextran. Fourteen of the 50 subjects developed a bleeding time 
greater than 10 minutes. One subject had a bleeding time greater than 30 minutes, 
and 2 had bleeding times greater than 3 hours. The coagulation time was never 
abnormal. Defects in plasma coagulation factors are not of sufficient magnitude 
to cause bleeding time prolongation. The maximum bleeding time prolongation 
does not coincide with maximum plasma volume expansion. The clinical signifi- 
cance of this phenomenon remains to be determined. 5 references. 1 figure. 
1 table.—Author’s abstract. 


This report indicates thal new substances should be subjected to careful study with 
exlensive laboratory control by numerous investigators before being released for general 
clinical trial.—Charles Fox. 


51. Pooled Plasma with Little or No Risk of Homologous Serum Jaundice. 3. 
GARROTT ALLEN, DANIEL M. ENERSON, E. 8. G. BARRON AND CAROLYN SYKES, 
Chicago, Il. J.A.M.A. 154:103-107, Jan. 9, 1954. 


Three sources of data are presented to demonstrate that pooled plasma stored 
in a liquid state for six months or longer carries little or no risk of homologous 
serum jaundice. Evidence also is presented showing that no important physico- 
chemical change occurs in citrated plasma stored for at least three years’ duration 
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and that plasma up to three years of age is as suitable as fresi plasma in the treat- 
ment of hypoproteinemia or shock. Acid-citrate-dextrose, known as ACD solution, 
is detrimental to plasma proteins and should not be used as the anticoagulant when 
plasma is to be prepared. The need for scrupulous aseptic technic in the prepara- 
tion of blood and plasma is self-evident. 

Because most viruses are best preserved when stored in the dried, frozen or 
refrigerated states, it should surprise no one that plasma prepared by either of 
these three methods should continue to transmit the virus of homologous serum 
jaundice when it is present. On the other hand, no virus is known to withstand 
prolonged room temperature storage in a liquid cell-free medium. Since the pro- 
teins of plasma are considerably more stable than the virus of homologous serum 
jaundice, this technic affords a simple procedure for the preparation of an inex- 
pensive, safe plasma product. 

The limitations of the fractionation program of plasma are pointed out. Chief 
among these are, first, the loss of plasma proteins during fractionation and, second, 
the disproportionate requirements for those fractions needed in the treatment or 
prevention of shock or hypoproteinemia compared to the excesses of other pro- 
teins that accumulate, such as antihemophilic globulin and fibrinogen, for which 
the needs are definite but small. 

Room temperature storage of liquid plasma is not necessarily the final answer 
to the homologous serum jaundice problem. At the same time, it becomes in- 
creasingly evident that the care of debilitated surgical patients will be hampered 
if we are to depend upon the current policies of the National Blood Program. 
7 references. 1 figure. 5 tables.—Author’s abstract. 


“In so far as the limited need and use of plasma is concerned, the evidence herein 
presented offers a temporary and simple solution of the problem of homologous serum 
hepalilis. However, the existence of safe, inexpensive plasma erpanders reduces the 
significance of such findings. Finally, since plasma is a rather poor bul expensive 
contributor to the amino acid pool in debilitated patients, it is difficult to see how the 
current policies of the National Blood Program hamper the efficient care of such cases.” 
—Frank D. Speer, Professor of Pathology, New York Medical College.—J. H. F. 

52. Wound Healing Withoul Dressings. CARL J. HEIFETZ, FRANK 0. RICHARDS 
AND MONTAGUE S. LAWRENCE, St. Louis, Mo. Arch. Surg. 67:661-669, 
November 1953. 


Earlier experiments on rabbits, which showed that the application of a dressing 
on a clean wound had no significant effect on wound healing, have now led to 
clinical studies and observations which seem to corroborate the experimental results 
in animals, 


Fifty-three aseptic, undrained, well coaptated wounds in human subjects were 
divided into three groups. The wounds of the patients in Group I were covered 
in the operating room by customary dressings, which were left on until the sutures 
were removed. The wounds of the patients of Group II received similar dressings, 
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but they were removed in one day. The wounds of the patients of Group IIL were 
covered only by a sterile towel, which was removed 6 to 24 hours later. Bacterial 
counts obtained by a special method from the skin surfaces around the wound on 
the first, second and fourth postoperative days showed considerable variation, but 
statistical computation of these counts showed no significant differences between 
the 3 groups on the three postoperative days, in the categories of operations, nor 
in the interaction between these variables. Equal and satisfactory wound healing 
occurred in all 3 groups. 

Satisfactory wound healing also occurred in 108 other wounds without dressings. 
These operations included hernioplasties, appendectomies, thyroidectomies, chol- 
ecystectomies without drainage, and pelvic laparotomies. Whether forewarned or 
not, the patients readily accepted the principle of leaving wounds without dressings. 

These observations indicate that the presence of a dressing does not alter the 
skin bacterial count, nor does it affect wound healing in human subjects. 


Rigid criteria must be fulfilled before the decision is made to leave a dressing off. 
These include the avoidance of local anesthesia, careful handling and clamping of 
tissues, elimination of dead spaces, complete control of bleeding, absence of con- 


tamination and drainage, use of fine nonabsorbable sutures, and careful approxi- 
mation of layers. 


If an operation has been performed under local infiltration anesthesia, if the 
wound has been grossly contaminated or has required insertion of a drain, if the 
wound is made through the scar of a previous operation, if the tissues have been 
roughly handled, if catgut has been used, if oozing persists, if a dead space is present, 
if the wound requires splinting, or if it is subject to trauma because of location or 
because of an uncooperative patient—if any of these conditions are present—a 
dressing should be applied. However, in many instances, it may be removed on 
the first postoperative day. 

The advantages of leaving dressings off include the opportunity to observe 
wounds more often, the avoidance of irritation from adhesive tape, economies in 
surgical supplies, and in the time and effort of hospital personnel and surgeons, and 
occasionally a reduction of hospital stay. 


A wide acceptance of the principle of leaving dressings off carefully selected 
wounds will save hospitals a considerable sum of money. 8 references. 3 tables.— 
Author’s abstract. 


With the qualifications mentioned, I agree. The vis medicatrix naturae is wonderful, 
if not interfered with.—J. H. F. 


53. The Influence of Caloric and Potassium Intake on Nitrogen Retention in Man. 
JOHN M. BEAL, PEGGY M. FROST AND JULLIEN L. SMITH, Los Angeles, Cal. 
Ann. Surg. 138:842-845, December 1953. 


Metabolic studies on 3 patients who received all alimentation by the intravenous 
route are presented. A caloric and protein intake was supplied in excess of basal 
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rquirements, but positive nitrogen balance was not obtained in the absence of 
potassium. When potassium was added, a positive nitrogen balance promptly 
ensued. It would appear that potassium salts are required, in addition to an 
adequate source of calories and nitrogen, to achieve nitrogen retention and thus 
synthesis of tissue protein. 8 references. 3 tables. 1 figure.—Author’s abstract. 


Almost all long surgical operations deplete the potassium reserve. It might be wise 
lo add potassium empirically in small amounts postoperatively. —J. H. F. 


54. Practical Technics in the Care of the Burn Patient. JoHN H. DAVIS, JR., CURTIS 
P. ARTZ, ERIC REISS AND WILLIAM H. AMSPACHER, Ft. Sam Houston, Texas. 
Am. J. Surg. 86:713-737, December 1953. 


Practical technics developed at Brooke Army Hospital are described and illus- 
trated. 

The Stryker frame, mounted on wheels, facilitates gentle handling of a patient. 
Its use in occasionally turning a patient eliminates undue pressure on any one area, 
thus decreasing decubitus ulcers and preventing thromboembolism and the forma- 
tion of renal calculi in the urinary tract. 

Brooke burn dressing is a one-piece dressing to be used over large burned areas. 
It is constructed in various sizes to cover specific regions of the body and is quickly 
applied. 

\ semielastic gauze conforming bandage, made by treating roller gauze with 
concentrated sodium hydroxide, results in an approximate 20 per cent stretch. 
Surface irregularities intermesh as each layer of bandage is added and, because of 
this interlocking and its shaping to an anatomic part, the layers stay in position 
without the use of clips or adhesive. This “throw away” bandage is much less 
expensive than a cotton elastic bandage. 

A hand table, devised for cleansing and irrigating, may be attached to a stand- 
ard operating table. Its use saves time in preparing a hand or upper extremity 
for operation. 

The plastic intravenous needle (Rochester) permits the easy insertion of a small 
plastic cannula into a vein without cutting down on the vein surgically. Its use 
eliminates the need for repeated venipunctures because the plastic needle may 
remain in place for several days. 5 references. 8 figures.—Author’s abstract. 


The plastic needle, if left in too long, may cause irrilalion. According to recent re- 
search, cancer has resulted from the use of some plastics.—J. H. F. 


TUMORS 


55. The Marsupializalion Operation for Pilonidal Cysts and Sinuses under Local 
Anesthesia with Lidocaine. DANIEL J. ABRAMSON AND PHILIP A. Cox, Wash- 
ington, D. C. Ann. Surg. 139:341-349, March 1954. 


Few surgeons have reported excellent results with primary closure technics in 
the treatment of pilonidal sinuses. Most prefer an open method, usually involving 


158 « seplember 1954 QUARTERLY REVIEW OF SURGERY 


excision and open packing. Another open method, first described by Buie, is the 
marsupialization operation, which entails exteriorization of the sac wall. Our 
technic differs from Buie’s classical procedure in that there is little or no loss of 
skin, and there is excision of most or all of the lateral walls of the sac. 

Preoperative medication is usually unnecessary. The patient is prepared and 
draped in the semi-jack knife position. Lidocaine, 1 per cent with epinephrine in 
amounts ranging from 10 to 20 cc., gave uniformly satisfactory field block anes- 
thesia. 

The sinus tract and accessory sinuses are opened over a grooved director. Fri- 
able granulation tissue and hair are removed by wiping with a gauze sponge. The 
skin edges are undermined. Allis forceps are applied to the edges of the sac. The 
lateral sac wall is then removed by sharp dissection. The remaining sac and skin 
are approximated with interrupted chromic sutures and a pressure dressing is then 
applied. The postoperative care is as important as the operative procedure itself. 
Care is needed to prevent bridging over and the hair should be shaved frequently. 

Seventy-three patients were operated upon under local anesthesia in the Out- 
patient Department of Walter Reed Army Hospital. These patients were ambu- 
latory and were able to return to duty in a few days. Most of the patients gave 
histories of prolonged periods of drainage, abscesses, or recurrences. Fifty per 
cent had had prior surgery. Seven of twelve acute abscesses were operated upon 
primarily. There were accessory tracts in 42 patients. The average healing time 
was 29.3 days and there was one recurrence. 

The marsupialization operation is applicable to all types of pilonidal sinuses; 
simple or complicated, primary or recurrent, large or small. A cure is effected in 
a minimum of time, with a minimal rate of recurrence. 

The technic is simple, there is little or no morbidity, the convalescent period is 
short, and activity is allowed. Adequate drainage is present. The skin is pre- 
served and there is no extensive loss of tissue. The scars are pliable and the inter- 
gluteal contour is preserved. The pitfalls common to primary closure technics are 
avoided, these include protracted bed rest and constipating regimens, the frequent 
failure of primary union, and the high recurrence rate. 23 references. 3 figures.— 
Author's abstract. 


56. Importance of the Radiological-Surgical Cooperalion in the Treatment of Neo- 
plasia. ©. BOMPIANI AND Y. CIARFOGLINI, Firenze, Italy. Ann. ital. di chir. 
XXX, Fase. 8:655-713, August 1953. 


Many authors believe that clever radiologic-surgical cooperation almost always 
represents the indispensable factor for adequate treatment of neoplasia. 

In many cases of neoplasia, better results were obtained with the combined 
treatment than when radiology and surgery were considered independently. 

For this purpose, neoplasiae have been divided into 4 major groups: neoplasia 
of the central nervous system, urogenital system, digestive system, and skeletal 
system. 

In all forms of neoplasia of the systems mentioned above, poor results were 


OBSTETRICS AND GYNECOLOGY seplember 1954 ¢ 159 


obtained when the cases were submitted to surgical intervention or to radiation 
only. 


Although the present study had to be limited to the consideration of tumors of 
specific apparatuses, sufficient evidence has been gathered, even in the rarest and 
most difficult cases, to allow the statement that the combined therapy is the most 
satisfactory form of cure, and that radiologic-surgical cooperation should be rec- 
ommended whenever applicable. 91 references. 34 figures. 


BREAST 


57. Surgical Treatment of Saccular Intracranial Aneurysms: A Report of 56 Con- 
seculively Trealed Patienls. HARRY F. STEELMAN, GEORGE J. HAYES AND HUGO 
v. n1zzoLil, Washington, D. C. J. Neurosurg. X:564-576, November 1953. 


Fifty-six patients with saccular intracranial aneurysms were operated on with 
a surgical mortality of 3.6 per cent and a 7 per cent hemiplegic rate. Of this group, 
14 patients were treated by ligation of the carotid artery in the neck, with no 
deaths and | patient rendered hemiplegic. Of 42 patients who had an intracranial 
operation, 2 died (4.7 per cent mortality) and 3 were rendered hemiplegic (7 per 
cent). It is the conclusion of the authors that all patients with suspected intra- 
cranial aneurysms, manifested by subarachnoid hemorrhage or sudden develop- 
ment of focal neurologic signs, should have arteriography to visualize the intra- 
cranial vascular tree. It was further recommended that surgical treatment of 
intracranial aneurysm be delayed until the patients were conscious and the intra- 
cranial pressure had returned to normal. Surgery was recommended in all patients 
who, in the surgeon’s judgment, could tolerate surgical treatment and in whom 
such treatment would not produce an intolerable neurologic deficit. It was rec- 
ommended that each patient be evaluated on an individual basis and a specific 
treatment of each aneurysm be made in order to obtain maximal results with 
minimal risk. 


The definitive approach to intracranial aneurysms, considered somewhal heroic by 


some in years past, is now a safe and justified one, as this excellent series indicates.— 
A. A. W. Jr. 


58. Carcinoma of the Breast and Pregnancy; Analysis of 920 Cases Collected from 
the Literature and 22 New Cases. THOMAS TAYLOR WHITE, New York, N. Y. 
(Present address: Seattle, Wash.) Ann. Surg. 139:9-18, January 1954. 


A review of 132 published articles from world literature on carcinoma of the 
breast and pregnancy was made, and 920 case reports were collected and studied 
together with 22 cases from Bellevue, University, and Roosevelt Hospitals of New 
York. Coincidental occurrence of carcinoma of the breast and pregnancy was 
observed 737 times (2.9 per cent) among 25,159 cases of breast carcinoma. Thir- 
teen patients with new or previously treated breast carcinoma were found among 
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123,884 pregnancies observed on three large obstetrical services. The series was 
analyzed from only three points of view. 

(1) Carcinoma developing during pregnancy or within one year of pregnancy. 
Three of the 10 patients reported by the author survived five years and 2 for ten 
years. From the entire group (734 patients) 126 (17.1 per cent) survived for five 
years and 84 (11.4 per cent) survived ten years. Nineteen of the 734 cases reported 
were known to be without metastases for ten or more years. The survivals in the 
decade 1941-1950 were 22.4 per cent of 320 patients for ten years, in contrast to 
none in the period from 1866-1920, and 3.2 per cent of 314 patients between 1921 
and 1940. Inflammatory carcinoma occurred in 52 of the 734 patients. Patients 
reported on an average of two months later when pregnant or nursing, than when 
they were not thus involved. The author concludes that, although the survival 
rate is lower than it is in patients without pregnancy as a complication, the situa- 
tion is not a hopeless one and an increasing number of cures are occurring. The 
poor results are partly due to delay in therapy. 

(2) Pregnancy following treatment of breast carcinoma. Of the 12 patients in 
the author’s series, 6 patients lived 31, 11, 9, 16, 22, and 13 years without recur- 
rence, while 2 others died after 16 and 17 years from distant metastases. The 
total cases number 208, of which 102 (49.0 per cent) survived five years and 35 
(16.8 per cent) survived ten years. The gross survival rates are comparable to 
those among patients without pregnancy as a complication. 

(3) Effect of abortion on the course of carcinoma of the breast in the pregnant 
woman. In 68 patients studied, no definite beneficial effect was found. 142 refer- 
ences. 5 tables.—Author’s abstract. 


This study indicates thal the prognosis of carcinoma occurring during pregnancy is 
better than many surgeons have believed it to be in the past.—T. G. O. 


ABDOMINAL SURGERY 
—HERNIA 


59. Incarcerated and Sirangulated Inguinal Hernia in Infants: A Preventable 
Risk. WH. WILLIAM CLATWORTHY, JR., Columbus, O., AND ALLAN G. THOMPSON, 
Montreal, Canada. J.A.M.A. 154:123-126, Jan. 9, 1954. 


Herniorrhaphy for indirect inguinal hernia was performed on 940 patients at 
The Children’s Hospital during a seven year period ending in January, 1952. Of 
these children, 134, or approximately 14 per cent, were admitted because of in- 
carcerated or strangulated hernia. In 65 instances a spontaneous reduction could 
be achieved in the emergency room; thus 69, or approximately 7 per cent of these 
patients, were subjected to emergency herniorrhaphy because of irreducible in- 
carceration, strangulation, and evidence of intestinal obstruction. The study re- 
vealed that 39 patients were less than six months of age; 19 others were less than 
two years of age. Only 11 cases were in patients between the ages of two and 
fifteen years. Although there was only one death in this series of 69 cases, the 
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morbidity was considerable—54 cases of prolonged hospitalization, 12 of post- 
operative intestinal complications of a serious nature, 5 of infarcted or atrophic 
testicle, and 4 with recurrence of their hernia. 

Irreducible incarceration and strangulation of inguinal hernia occur in infancy. 
In most instances, the patient suffering such a complication is known to have a 
hernia. Therefore, the morbidity and mortality associated with irreducible in- 
carceration and strangulation of an inguinal hernia are usually preventable by a 
simple, elective hernia operation performed as soon as the diagnosis of inguinal 
hernia is established. 7 references. 4 figures. 2 tables.—Author’s abstract. 


60. Lillré’s Hernia; Report of Two Cases. CHARLES E. DAVIS, JR., Norfolk, Va. 
Ann. Surg. 139:370-373, March 1954. 


A definition of Littré’s hernia is given, embodying its essential feature of a hernial 
sac containing a solitary Meckel’s diverticulum. Differentiation is made between 
this condition and two others frequently confused with it in the literature, Richter’s 
hernia and Meckel’s hernia. The erroneous habit of using these terms interchange- 
ably is pointed out, and a plea for greater accuracy in terminology is made. 

Two cases in office practice which demonstrate this condition are presented, one 
occurring in a direct right inguinal hernia in a 70 year old woman, and another 
in a 3 week old male child, this being in an indirect right inguinal hernia. The 


method of attacking each problem is given. 18 references. 1 figure.—Author’s 
abstract. 


61. The Uses of Tantalum Mesh in Hernia Repair. Rnoperr s. smirH, Boise, 
Idaho. West. J. Surg. 62:1—6, January 1954. 


Experience with tantalum mesh in 43 cases demonstrates some of the advantages 
and disadvantages of this material in hernia repair. 

Tantalum mesh is a valuable addition to the surgeon’s armamentarium, but it is 
not advocated for routine use in herniorrhaphy. The material is particularly useful 
in the repair of recurrent and difficult inguinal hernias, ventral hernias involving 
the lower abdomen, and in acute wound dehiscences. When wound rupture is 
feared, the metallic gauze may be primarily employed as an internal splint, thereby 
reinforcing an otherwise precarious wound closure. 

The inert character of tantalum mesh is advantageous when hernioplasty appears 
necessary or desirable in the presence of wound contamination or potential infection. 
The propensity of tantalum mesh to fragment after work-hardening in the body 
constitutes its greatest disadvantage. Fragmentation of tantalum occurs invari- 
ably in upper abdominal hernial repairs, and recurrence is inevitable in such cases 
unless strong healing of the associated fascia has occurred. In the upper abdomen, 
and particularly where there is considerable fascial deficiency, hernia repair appears 
to be best accomplished by the use of transplants of autogenous tissue, such as 
fascia lata, dermis, or whole skin grafts. 

When tantalum mesh has been employed on an emergency basis to close an 
abdominal wall defect in a contaminated field, it may appear advisable in some 
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cases to replace the metal by an autogenous transplant later under more favorable 
operative conditions. Hernioplastic technics combining tantalum mesh with autog- 
enous grafts appear promising and merit further investigation. 18 references. 
8 figures. 1 table-—Author’s abstract. 


Stainless steel wire mesh is cheaper and much more resislant to fragmentation than 
tantalum. It is also equally inert.—A. W. B. 


—STOMACH AND DUODENUM 


62. Perforated Peplic Ulcer, Gastric and Duodenal: Primary and Late Results from 
Treatment with Simple Suture. FRANK BIERRING, P. A. GAMMELGAARD, AND 
E. HJORT GULDHAMMER, Copenhagen, Denmark. Acta med. Scandinay. 106: 
128-140, Oct. 29, 1953. 


Of 240 patients admitted to a Copenhagen hospital from 1940 to 1949 with a 
diagnosis of perforated peptic ulcer, 231 were operated on by simple suture of the 
perforation. Of these, 29 died postoperatively, an operative mortality of 12.6 per 
cent. The series was divided into two groups—those operated on from 1940 to 
1944 and those operated on from 1945 to 1949. There was a significant reduction 
in operative mortality in the later period, the rates being 24.7 per cent during the 
first five-year period, and 5.5 per cent during the second. 

A study of the age and sex distribution of patients, of the location of the per- 
foration, and of the time interval between perforation of the ulcer and operation 
shows no significant differences in the two five-year periods. The reduction in 
mortality in the second five-year period is attributable to improvement in methods 
of anesthesia, introduction of chemotherapy, and treatment of shock. 

Of 200 patients followed up after operation, 191 have been examined. The 
late results were poor in 61 per cent of those operated on in the first five-year 
period and in 42 per cent of those operated on in the second period. Reoperation 
—usually resection—was necessary in 37.5 per cent of those operated on in the 
first period and in 27.5 per cent of those in the second period. Primary resection 
in cases of perforated gastroduodenal ulcer increases the operative risk, and if this 
operation is done as the operation of choice in cases of perforated ulcer, some pa- 
tients will be submitted unnecessarily to this greater risk. In the authors’ opinion, 
simple suture is still “‘the standard operation” for perforated gastroduodenal ulcer. 
21 references. 1 figure. 4 tables. 


63. A Method of “Physiological” Re-Establishment of Continuity afler Total Gas- 
lreclomy: Jejuno-Esophago-Duodenoplasty. R. SOUPAULT, A. MOUCHET AND 
Mu. CAMEY, Paris. J. de chir. 69:827-843, November 1953. 


Because of the digestive disturbances that frequently follow total gastrectomy, 
a number of different technics for re-establishing continuity after gastrectomy 
have been employed; these are briefly reviewed. The method then described has 
been designated as jejuno-esophago-duodenoplasty. It involves an implantation 
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of the jejunum between the esophagus and the duodenum, a procedure that has 
been used by others in some of the operations described in the review. The loop 
of jejunum is used to form a “new stomach,” and the proximal end is closed; the 
esophagus is implanted at the convexity of the curved loop of the jejunum, and 
an end to end anastomosis of the efferent loop to the duodenum is made. 

The operation is long—about four hours—and there is considerable blood loss, 
since the mesentery is not clamped because of the danger of causing even tem- 
porary ischemia of the jejunal loop used for the plastic operation. Six patients 
have been operated on by this procedure; | died postoperatively but death could 
not be attributed to the technic of the operation. Five have been cured; the period 
of observation since the operation has been too short to permit definite conclusions 
as to the final result (not over seven months). However, the usual digestive dis- 
turbances (including the dumping syndrome), have not been observed in these 
patients. 

This method of jejuno-esophago-duodenoplasty involves a long and delicate 
operation that cannot be used in every case where total gastrectomy is indicated. 
The patient must be in good general condition after adequate preoperative prepa- 
ration. If the blood supply of the duodenum is interfered with by any part of the 
operative procedure (as is possible in cancer of the pylorus), or if the mesentery is 
short, with danger of traction on the sutures or interference with the circulation of 
the jejunal loop, this type of anastomosis is not indicated. The results demon- 
strate that the method overcomes many of the mechanical and physiologic diffi- 
culties associated with complete absence of the stomach. 29 references. 8 figures. 


64. The Treatment of Perforated Peplic Ulcer by Primary Gastric Resection. Hor- 
ACE G. MOORE, JR., Wilmington, N. C., HENRY N. HARKINS AND K. ALVIN 
MERENDINO, Seattle, Wash. Surg. Gynec. & Obst. 98:105-123, February 
1954. 


The authors have considered the question of treating perforated peptic ulcer 
patients by primary subtotal gastric resection. The literature on the subject has 
been reviewed, and 13 of the authors’ personal cases have been analyzed from the 
standpoint of the safety of the procedure. The following conclusions were reached 
on the basis of both the authors’ own series and the published reports of others: 

1. Immediate subtotal gastrectomy for perforated peptic ulcer is a safe pro- 
cedure to use on patients in good general condition. It must be done only when 
adequate facilities and personnel are available. 

2. Even though the authors’ series is small, it supports the contention found in 
the literature that the prognosis is poorer for women than for men with perforated 
peptic ulcer. Consequently the safety factors should be more strictly observed 
before a female patient is treated by immediate gastric resection. 

3. Approximately one third of patients with perforated peptic ulcer should be 
treated by primary gastric resection, as based on the patient’s history. This 
group includes those with multiple ulcers, previous perforations, and concomitant 
or previous hemorrhage, and those who cannot be depended upon to cooperate 
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with postoperative medical management of the underlying ulcer disease. The last 
indication applies particularly to alcoholics and to many patients seen in a county 
hospital practice, such as that of the authors. Jones and Doll (1953) emphasized 
the importance of two additional factors in the patient’s history: the history of 
epigastric distress for more than one year, and a previous diagnosis of peptic ulcer. 
The authors are not ready as yet to accept these as absolute indications, but may 
adopt them as relative indications. 

4. Certain other patients with large perforations in callused ulcers, fixed pyloric 
obstruction, and perforated gastric ulcers (because of the danger of carcinoma) 
should have immediate resection, based on the findings at operation. 

5. The remainder should be treated by simple suture and followed closely so that 
elective resection may be done at the first sign of recurrent ulcer symptoms. 

6. When primary gastrectomy is employed, three fourths of the stomach must be 
removed and the authors prefer the Billroth I anastomosis. The Billroth I re- 
section is easy in most cases of perforated peptic ulcer because of the anterior 
location of the perforation in the majority of instances. 107 references. 3 tables. 
—Author’s abstract. 


—INTESTINES 


65. A Technic of End-lo-Side Anastomosis in Resection of the Sigmoid for Cancer. 
M. BRUN, Blois, France. Acta chir. Belg. 52:575-581, June 1953. 


A technic for end-to-side anastomosis of the intestine after resection for cancer 
of the sigmoid is described. In this technic, the end of the lower section of the 
intestine is closed, and the anastomosis of the end of the upper section of the in- 
testine is made on the anterior face of the distal segment. The entire area of the 
anastomosis is covered with peritoneum. A temporary cecostomy is done with the 
use of the Paul tube, which usually permits spontaneous closure. The mesentery 
is not involved in the suture in this operation and the blood supply is well main- 
tained. This operation has been employed in 4 cases, the first of which was four 
years ago. This patient is in good health and without recurrence. One patient 
operated on a year ago and another in the last five months have made good re- 
coveries with spontaneous closure of the cecostomy in | case. The fourth patient, 
operated on more recently, died a few hours after operation. This patient was a 
woman with a large ovarian tumor in addition to the sigmoid tumor; the attempt 
to remove both tumors in one stage resulted in severe and fatal shock. This type 
of operation is indicated only in cases of tumor located in the mobile pelvic loop 
of the sigmoid. 5 figures. 


66. Intestinal Antisepsis with Oryletracycline (Terramycin) and Neomycin. wit- 
LIAM G. ANLYAN, DERYL HART, NICHOLAS G. GEORGIADE, AND MARY A. POSTON, 
Durham, N.C. Arch. Surg. 68:28-32, January 1954. 


A comparison of the effectiveness of oxytetracycline and neomycin in the pre- 
operative preparation of the colon and rectum during the past two years is made. 


OBSTETRICS AND GYNECOLOGY seplember 1954 ° 165 


4 (| 
i 
: 


The late Dr. John Lockwood emphasized that in intestinal surgery, chemotherapy 
of any type was secondary in importance to a good anastomosis on a decompressed 
bowel with a good blood supply. Poth showed that the quality of healing of large 
bowel anastomoses performed in dogs was much improved after the preoperative 
use of intestinal antiseptics. An effort was therefore made to compare the efficacy 
of oxytetracycline and neomycin in sterilizing the contents of the colon and rectum 
prior to operations on the large intestine. Twenty-nine patients received oxyte- 
tracycline and 22 patients were treated with neomycin prior to intestinal surgery. 
All patients had uncomplicated neoplasms of the large intestine. Twenty-two of 
the patients on oxytetracycline received 4 Gm. every six hours for 48 to 54 hours; 
7 patients received 750 mg. of oxytetracycline every six hours for 48 to 54 hours. 
Ten patients received neomycin—1l Gm. every four hours for 72 hours, and 12 
patients received 2 Gm. of neomycin every four hours for 48 hours. The results 
indicate that the oxytetracycline produced a marked decrease in the bacterial 
count of the intestine; however, there was a persistence of the spectrum of organ- 
isms in the majority of cases. In contrast, neomycin drastically reduced the 
bacterial count of the intestinal contents and eliminated the majority of the bac- 
terial from the spectrum found preoperatively. The side effects consisted of fre- 
quent loose stools and some nausea without vomiting; in general, these compared 
favorably with the side effects of oxytetracycline. There was no prolongation of 


the prothrombin time of 3 patients receiving neomycin, including a patient whose 
therapy was continued for 10 days. 

Neomycin appears to approach closely the properties of the ideal intestinal 
antiseptics listed by Poth, i.e., low toxicity, broad bacterial spectrum, rapid ac- 
tivity, permitting of adequate fluid and food intake, and aid in the mechanical 
cleansing of the bowel without dehydration. 

In summary, neomycin is currently the drug of choice for intestinal antisepsis. 
The bacterial inhibition is more complete than with oxytetracycline; the side 
effects of the drug are essentially similar to those produced by oxytetracycline. 
7 references. 4 figures.—Author’s abstract. 


67. Surface Pigmentation and Generalized Intestinal Polyposis (Peutz-Jeghers 
Syndrome). ANDRE BRUWER, J. ARNOLD BARGEN AND ROBERT R. KIERLAND, 
Rochester, Minn. Proc. Staff Meet., Mayo Clin. 29:168-171, March 24, 
1954. 


Diffuse intestinal polyposis, involving the stomach, small bowel and colon, has 
been described in association with a specific type of pigmentation. The pigmenta- 
tion occurs in the form of small, dark, freckle-like spots around the lips, external 
nares, and sometimes the eyes; it may also occur on the fingers and toes. A more 
patchy type of pigmentation usually occurs in the mucous membrane of the cheeks, 
gums and palate. 

The pigmentation differs from freckles in that the specks are darker, have a 
different distribution, and may be present at birth. The polyposis characteris- 
tically involves the entire gastrointestinal tract below the cardia, and it has been 
said that it may involve the esophagus. 
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An interesting aspect of the syndrome is the fact that if a young adult who 
manifests this particular type of pigmentation consults his physician because of 
episodes of abdominal pain, cramping, obstruction and perhaps bleeding, a fluo- 
roscopic examination of the gastrointestinal tract is extremely likely to yield gen- 
eralized polyposis. 

Apparently fewer than 30 cases have been described so far. Jeghers and his co- 
workers have made a particularly fine presentation of this syndrome. 2 references. 
3 figures.—Author’s abstract. y 


—APPENDIX 


68. Special Problems of Acule Appendicitis in Middle and Late Life. FREDERICK 
FITZHERBERT BOYCE, New Orleans, La. Arch. Surg. 68:296-304, March 1954. 


At the present time the mortality of acute appendicitis is almost entirely related 
to a delayed operation, complicated by gangrene, rupture, peritonitis or abscess 
formation. These complications are potentially lethal, even though the outlook 
has been greatly improved by proper preoperative and postoperative management, 
and the use of antibiotics. 


The mortality of acute appendicitis remains higher in middle and advanced life. 
The increase in longevity of the population suggests that deaths from appendicitis 
in the aged may increase proportionately. 

Acute appendicitis is a more serious disease in the elderly patient. In these 
older persons the symptoms are less often typical and the resistance to infection is 
reduced. 

By earlier diagnosis and prompt operation, the mortality from appendicitis in 
this period of life should decrease. The deceptively mild manifestations which 
occur in many cases give no hint of the rapidity of the pathologic process and 
account for many instances of diagnostic confusion and delayed operation. The 
presence of other organic diseases frequent in aging persons adds to the diagnostic 
confusion and often distracts attention from the intra-abdominal lesion. 

The solution of the diagnostic problem seems to be the adoption of a new set 
of diagnostic standards for this period of life, with constant recollection of the 
possibility of appendicitis as the first principle of investigation. Certainly the 
disease should be considered whenever an elderly patient has chronic or acute 
complaints referable to the digestive process, whether or not severe abdominal 
pain is present. 

The management of the disease is what it is in younger persons—prompt ap- 
pendectomy, with delay limited to the time necessary for preoperative preparation. 
Old age is no reason for refusal of surgery. Conservative therapy is not safe. The 
type of anesthesia and the type of incision do not affect the mortality. Preop- 
erative and postoperative management, including the judicious use of replacement 
therapy, is a factor of vital importance. . 


Death from acute appendicitis in aging persons is frequently the result of chronic 
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organic disease, but that does not lessen the surgeon’s responsibility for the fatality 
(or neglect of a consultation.—Ed.). 


The statements in this paper are supported by a detailed analysis of 980 cases 
of acute appendicitis which occurred in persons 39 years of age and over at Charity 
Hospital of Louisiana at New Orleans between 1930 and 1949, inclusive. 9 refer- 
ences. 5 figures.—Author’s abstract. 


Deaths also occur from the anesthetic and from eventration in the aged. An expert 
anesthelist, muscle splitting incision, and buried wire sulures have saved lives.—Editor. 


69. Primary Adenocarcinoma of the Appendix: Report of Three Cases. £. DUBOSE 
DENT, JR., Baltimore, Md. Mil. Surgeon. 174:191-195, March 1954. 


This is the report of 3 cases of primary adenocarcinoma of the appendix. Two 
came to autopsy without gross and microscopic evidence of metastatic lesions or 
other primary neoplastic sites. In the third case an exploratory laporatomy three 
months after the appendectomy revealed no additional neoplasm and there were no 
subsequent examinations. The Armed Forces Institute of Pathology designated 
each tumor as primary. 

For diagnosis, microscopic sections are essential. The lesion has no character- 
istic history or physical findings. Microscopically, carcinoma of the appendix 
closely resembles adenocarcinoma of the colon. Malignancy is suggested by transi- 
tion from normal appendicial mucosa to a neoplastic type. Proof of primary origin 
in the appendix depends on absence of a primary site in any other part of the 
body, as shown by postmortem examination, an exploratory laporatomy, and the 
follow-up history. 

The literature is reviewed, but an accurate evaluation of the actual incidence is 

obviously difficult. Over a 40 year period at the Mayo Clinic, Hilsobeck found 
12 cases of adenocarcinoma of the appendix. At the Armed Forces Institute of 
*athology, Ehrlich and Hunter reviewed 441 carcinoma of the gastrointestinal 
tract submitted from Dec. 7, 1941 to Aug. 15, 1946. Of this number occurring in 
Army personnel in the age group 18 to 38 years, only seven (2 per cent) were 
primary in the appendix. In 1949 Lesnick and Miller at Mt. Sinai Hospital, New 
York City, reported 5 cases of adenocarcinoma of the appendix treated at that 
institution during a 10 year period. 7 references. 3 figures.—Author’s abstract. 


70. Myzroglobulosis of the Appendix. A. 0. UHLE, Portland, Ore., AND WALTER R. 
WILKINSON, Huntington, W. Va. J. Internat. Coll. Surgeons. \.Y/:79-83, 
January 1954. 


Myxoglobulosis of the appendix is a rare variety of mucocele characterized by 
retained mucus in the form of granules resembling tapioca pudding. 

The estimated incidence being approximately 2 cases in 100,000 appendectomies, 
myxoglobulosis has been attributed to proximal stenosis of the appendix, as from 
previous appendicitis, angulation, torsion, foreign bodies, etc. Retained mucus 
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secretion distends the crypts and diverticulae. The destroyed cells that slough 
into the lumen may act as cores for the mucus granules. : 

It has no characteristic diagnostic syndrome. Only 14 per cent of the 39 cases 
in the literature were operated upon for appendicitis. Eighty-six per cent of the 
cases were found as a result of exploratory laparotomy or appendectomy associated 
with another abdominal procedure. 

Myxoglobulosis of the appendix may be a benign disease but pseudomyxoma 
peritonei has developed after rupture of such an appendix. In a few such cases, 
the growth assumed a neoplastic course not unlike that of a ruptured ovarian cyst- 
adenoma. 

Case Report. E. A., a 59 year old white male, admitted to the Chesapeake and 
Ohio Hospital Dec. 26, 1951, said that for five or six years he had had attacks of 
gradually increasing, aching, epigastric pain, accompanied by fullness, eructation, 
anorexia and nausea. Vomiting was infrequent. These attacks lasted from several 
days to three weeks at a time but subsided on restriction to a bland diet, with 
complete relief in the interims. The last episode developed two weeks before 
admission. Except for chronic constipation and the presence of considerable mucus 
in his stools the patient’s previous history was negative. 

Rectal and sigmoidoscopy examinations were negative. Laboratory studies, 
including CBC, urine, NPN, blood chlorides, total proteins, blood serology, gastric 
analysis, stool examinations, and x-rays of the chest, intravenous pyelograms, 
gall bladder and gastrointestinal x-ray studies were normal except for a constant 
narrowing in the prepyloric area and an irritable duodenal cap. 

On Jan. 15, 1952, an exploratory laparotomy, gastrotomy and appendectomy 
were done. The stomach and abdominal contents were normal except that a hard, 

lobulated appendix was removed with a small cuff of attached cecum. The ap- 
pendix had a mucus granule and tapioca pudding appearance. Microscopically, 
the mucosa was atrophic, the base obliterated by scar tissue, and the appendix 
infiltrated with inflammatory cells. The pathologic diagnosis was postinflammatory 
myxoglobulosis of the appendix. 

The patient had an uneventful postoperative course except for a pulmonary 
embolus and was discharged from the hospital in good condition 48 days after 
admission. Seven months after operation, the patient had no further symptoms. 
7 references. 2 figures.—Author’s abstract. 


—SPLEEN 


71. Recognition and Management of the Triad of Injury to the Spleen, Kidney, ana 
Diaphragm. THOMAS W. ADAMS AND MERLE M. MUSSELMAN, Eloise, Mich. 
Am. J. Surg. 87:452-456, March 1954. 


Serious injury to the spleen, left kidney, or both is frequently associated with 
traumatic rupture of the left diaphragm. Injury to any one of these organs de- 
mands careful evaluation of the other two. Principles important in diagnosis and 
treatment are illustrated. 
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Rupture of the diaphragm is suggested by evidences of crushing injury to the 
left trunk, a seriously ill patient, and elevation of the gastric gas bubble. Early 
operative repair is stressed. 10 references. 5 figures.—Author’s abstract. 


PROCTOLOGY 


72. Management of Common Anorectal Condilions with Special Emphasis on Pre- 
vention of Pain. R. HARVEY BELL, Palestine, Texas. Texas State J. Med. 
50:93-95, February 1954. 


A plea is made that time be spent with the anorectal patient to reassure him and 
to explain more about the mechanics of the pain of his condition, so that he will 
be able to relax more easily, thus resulting in less anal spasm and less pain. The 
author has found this to be helpful. Some practical points regarding the lessening 
of pain and discomfort in examination and treatment of common anorectal condi- 
tions such as hemorrhoids, cryptitis, fissure in ano, pruritis ani, polyps, anorectal 
abscesses and proctalgia fugax are given. These measures include hot baths, local 
anesthesia for examination, especially of fistulous tracts, and omission of packs. 
Nitroglycerin is advocated for relief of proctalgia fugax. The use of the uniterminal 
desiccating needle and nitric acid applications for relief of pain (>) is advocated in 
certain conditions.—A uthor’s abstract. 


GENITOURINARY SURGERY 


73. Duplication of the Upper Part of the Urinary Tract. JoHN DOUGHERTY, Knox- 
ville, Tenn. J. Internat. Coll. Surgeons. X/:160—166, February 1954. 


Reduplication of the upper urinary tract is frequently associated with some 
morbid process in the nature of an obstruction or infection, or both. 


Several embryologic explanations for the mode of abnormal anatomic develop- 
ment of the duplication are discussed. The most sensible concept of the abnor- 
mality is the theory advanced years ago by Chievits, Hauch, and Felix. 

In the author’s practice, reduplication of the upper urinary tract has occurred 
226 times in 5,087 new patients seen over the past seven years. In one instance, a 
rare type of reduplication was encountered in contradiction to the Meyer-Weigert 
Law, in that the ureter from the lower drainage system opened lower in the urinary 
tract than did that from the upper one. 

The clinical picture showed all variations of ureteral crossing and types of drain- 
age systems seen figuratively by retrograde and intravenous pyelography. 


A history and physical examination is mandatory. In every instance, the pa- 
tient complained of some type of back pain in varying degree, often with associated 
tenderness radiating onto the abdomen and down to the lower extremities. The 
anatomic findings showed all types of renal configuration, openings of ureters, and 
structures of the connecting channel. Most frequent signs and symptoms were 
those of pain which seemed to be secondary to obstruction and often involved the 
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back and to a lesser degree the abdomen, with radiation to the lower extremities 
and to the region of the genitalia. Abnormal congenital aberrations of related 
structures such as nerve, blood supply, and lymphatic channels, are discussed. 
The type of care necessary depended on two important principles—the degree 
of obstruction and the extent of infection. However, dilatation and drainage with 
supportive drug therapy usually brought satisfactory results. The majority of 
cases responded well to instrumental treatment with supportive drug therapy, as 
evidenced by the disappearance of the clinical evidence of obstruction and infection. 
Most important is as complete an explanation of the abnormality to the patient 
as he can understand. If the condition was far advanced and there was associated 
hypertension with infection elsewhere in the genital and urinary systems, or in 
systems remote from these, the control of the abnormal process was more difficult 
and the course prolonged with periodic observation. Also given are results of the 
care in the 226 cases on which the paper is based. 3 references.—Author’s abstract. 


74. Complete Urinary Retention in the Female. CHARLES NEY AND RICHARD M. 
HYMAN. Am. J. Surg. 87:34—41, January 1954. 


Complete retention of urine has been so commonly associated with the male 
that its occurrence and significance in the female have not been fully realized. 
Although in common practice its incidence is admittedly infrequent, an analysis 
of the literature and the recent experience of the authors reveal that it is not an 
unusual finding. 

The purpose of this paper was to review the subject of complete urinary reten- 
tion in the female and to present 17 cases illustrative of a wide variety of etiologic 
factors. 

Cases were divided into 4 groups, a classification based on etiology: 

(1) Intrinsic obstructive factor, 4 cases: 3 with obstruction of the bladder neck; 
1 with inflammatory urethral lesion. 

(2) Extrinsic obstructive factor, 5 cases: 1 of fecal impaction; 3 cases of fibromy- 
omata; 1 of pregnant uterus. 

(3) Neurogenic and psychogenic factor, 7 cases: 2 patients with hysteria; 1 of 
posterior lateral sclerosis; 1 patient with complete colon resection including the 
rectum for multiple polyposis with carcinomatous degeneration; 1 of diabetic 
neuropathy; 1 from a cerebrovascular accident; and 1 case following Banthine 
therapy. 

(4) Perineal relaxing factor, 1 case: a third degree cystocele. 

Each case is described, including the type of treatment instituted. Of particular 
interest was the fact that all of these 17 women were, at least at one time, in com- 
plete urinary retention. 

It is obvious that retention of urine in females, particularly the partial variety, 
but also the complete, is not a singular finding. It is the impression of the authors 
that routine catheterization of the female, if instituted as a standard procedure 
in genitourinary investigations, would disclose an even greater number of such 


instances. 40 references. 
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VASCULAR SURGERY 


75. Hypertension Caused by Ascendant Thrombosis of the Aortic Bifurcation. RB. 
FONTAIN AND N. TESSAROLO, Strassburg, Germany. Minerva Chir. VIII, 17: 
77-680, Sept. 15, 1953. 


Hypertension caused by ascendant thrombosis involving trunks of the renal 
artery has been observed in obliterated aortic bifurcations. In 2 cases studied, 
obliteration of the aortic bifurcation was a pathologic factor which caused simple 
circulatory disorders in the legs at first. Only after an evolutional pressure did 
symptoms of malignant hypertension appear. 


This progressive thrombosis was characterized in both cases by a loss of sexual 
potency, renal ischemia (prolonged by a diminution of arterial blood flow), and 
by the obliteration of the right renal artery (confirmed by autopsy). 

This complication is rarely discussed in literature concerning the obliteration of 
the aortic bifurcation. Only 2 case reports, written by Price, discuss clinical signs 
of arthritis of the aortic bifurcation and rapid development of malignant hyper- 
tension (with the discovery of impaired renal circulation). 45 references 4 figures. | 


76. Endartereclomy for Peripheral Arteriosclerosis. G. M. BOGARDUS, FRANCESCO F. 
BERETTA, REX L. HUFF AND J. THOMAS PAYNE, Seattle, Wash. Arch. Surg. 68: 
222-236, February 1954. 


This paper reviews some of the authors’ experiences with peripheral arterio- 
sclerosis and comments on endarterectomy in particular. Burt, Learmonth, and 
Richards quote an earlier description of aortic occlusion given in 1914 by Robert 
Graham, of Glasgow. The condition was also recognized and described by others, 
—notably Severinus (1632) and Fantanus (1679). In 1894 Severenau broke up a 
thrombus through the orifice of a main obliterated artery and then was able to 
amputate at the site of election rather than through the thigh. 


Dos Santos renewed interest in the application of endarterectomy, clearing out 
the thickened intima, and restoring flow through the intimectomized vessel. He 
emphasized the role of heparin locally at surgery and postoperatively to lessen the 
hazard of thrombosis. Dos Santos used several transverse incisions. Reboul and 
Laubry suggested using a longitudinal incision over the length of the obstructed 
segment. 

In detailed study of 93 autopsies, particular attention was paid to the lumbar 
aorta, the aortic bifurcation, and the iliac arteries. In 28, or 30 per cent, of these 
cases, a fairly typical lesion was found, consisting of arteriosclerotic plaques on the 
posterior wall of the lower lumbar aorta and of rigid arteriosclerotic plaques lo- 
‘alized chiefly on the posteromedial aspect of the proximal portion of the common 
iliac arteries. The plaques are usually oval, average 3 cm. in length and 1.5 em. 
in width, and vary in thickness from 0.1 cm. to complete occlusion of the lumen. 


Nontypical cases varied from little or no involvement to extreme atheromatous 
degeneration with clot formation, hemorrhages, and multiple splitting of the vessel 
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wall. A striking gross finding is the presence of tissues of soft, pliable, and essen- 
tiaily normal femoral artery, distal to complete iliac occlusion. 


Leriche has ably described the syndrome of obliteration at the lower end of the 
aorta, with its attendant weakness in the limbs, claudication, and, in the male, 
impotence. With iliac artery occlusion, symptoms may be centered around the 
gluteal muscles and the thigh, with weakness, atrophy, and pain in that area 
Disease of the lumbar spine or hip may be simulated. An important finding is the 
history of claudication, worse on one side, with perhaps some atrophy, and espe- 
cially an absent or weak femoral pulse on the involved side with a good pulse in 
the opposite femoral artery. A systolic murmur may be found when there is 
stenosis, but not complete occlusion. Segmented occlusion need not be associated 
with gangrene, an important point. 

Direct surgical attack on an obstructed arterial segment is indicated in patients 
who present persistent symptoms of localized arterial insufficiency. The diseased 
vessel should be of sufficiently large calibre; the obstruction should not be of great 
length, and the patient should not present any contraindication to surgery. In 
many patients, sufficient collateral circulation will develop to make operation 
unnecessary. 

When obstruction appears to be present at the bifurcation of the aorta, trans- 
lumbar arteriography is applicable. The site of block in the left common iliac 
artery is well visualized. In unilateral occlusion the authors have tended to perform 
arteriograms at the time of operation. Exposure is obtained with the use of an 
oblique flank incision, the aorta and iliac vessels being approached extraperitone- 
ally. A needle is then placed in the aorta or iliac artery proximal to the block; 
30 ce. of 70 per cent iodopyracet (Diodrast) injected, and the picture taken with 
use of the Bucky technic. 

Exposure of iliac vessels and lower aorta may be obtained either through a long 
midline incision or a long oblique incision. With the latter, the vessels are ap- 
proached extraperitoneally—advantageous in simplicity of exposure as well as in 
improved postoperative recovery. When the block is unilateral, the extraperitoneal 
approach is favored. In either case, one should avoid damage to the inferior 
epigastric artery, which may be serving a useful function as a collateral. Once 
exposure has been obtained, the artery is gently separated from the adjacent vein. 

Proximal control of the common iliac artery is facilitated by using an angled Potts 
ductus clamp. Use of this clamp permits active flow through the opposite iliac 
artery at all times. By placing the distal clamp proximal to the site of collateral 
flow, there will be no interruption of blood flow to the extremity at any time. 

After a longitudinal incision is made over the obstructed area, the diseased in- 
tima will separate readily. At times a small portion of media will be included in 
the specimen. A Sachs nerve dissector is useful in working along the line of cleav- 
age. Enough intima is removed to restore good flow, both distally and proximally. 
At times, separate transverse incisions may be more suitable. In these cases, one 
may carefully work the dissector from one transverse incision to the next and then 
extract the thickened intima. During this maneuver, there will be considerable 
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mobility of the remaining media, which may be rolled back, displaying the under- 
lying intima. The opened vessel is flushed with heparin solution (200 mg. per 
1,000 cc.) and the media approximated with a running over and over atraumatic 
(0000 nonabsorbable surgical silk suture. The incision is then carefully compressed 
with a laparotomy pad, and both clamps are released quickly to provide immediate 
rapid flow. Slow removal of the clamps or removing one clamp at a time is likely 
to lead to sudden thrombosis. Gentle pressure is maintained on the suture line 
for 10 minutes, and if any bleeding persists, interrupted sutures are used. Sym- 
pathectomy is not done; but some sympathectomy effect is probably obtained 
during mobilization of the vessels by periarterial sympathectomy. Heparin is 
not now being used postoperatively. 


Patients Treated by Endarterectomy 


Case Site of Block Procedure Result 
1 Left common iliac artery Endarterectomy Temporary 
improvement 

2 Left common iliac artery Endarterectomy Poor 

3 Left common iliac artery Endarterectomy Good 

4 Left external iliac artery Endarterectomy Fair 

5 Abdominal aorta Endarterectomy Good 

6 External iliac artery Endarterectomy, Poor 


sympathectomy 
Left common and external iliac Endarterectomy Poor 
artery 
8 Right common femoral artery Endarterectomy Technically satisfac- 
tory but too re- 
cent to evaluate 


8 references. 10 figures. 1 table-—Author’s abstract. 


Gunshot Wounds of Major Arteries; An Experimental Study with Clinical Im- 
plicalions. HORACE G. MOORE, JR., Wilmington, N. C., LLOYD M. NYHUS, ED- 
MUND A. KANAR, AND HENRY N. HARKINS, Seattle, Wash. Surg., Gynec. & 
Obst. 98:129-147, February 1954. 


The authors’ interest in the proper surgical management of gunshot wounds of 
major arteries was aroused by the personal experience of one of the authors with a 
14 year old girl who had been shot through the abdominal aorta. She was ex- 
plored 6 hours and 10 minutes after injury and the defects in her abdominal aorta 
were repaired. Hemostasis was achieved without permanent interruption of flow 
of blood through the abdominal aorta. Twenty-two days after the repair of her 
aorta the suture line broke down and she became exsanguinated. Since this pa- 
tient survived until she was able to be operated upon, and because there were 
reports in the literature of similar lengths of survival time following gunshot 
wounds of major arteries, an experimental study was made in order to evaluate 
the nature and extent of gunshot wounds of major arteries and optimum methods 
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of repair. For this study, mongrel dogs weighing between 5 and 32 Kg. were used. 
The only vessels injured were the thoracic and abdominal aortas. The blood pres- 
sure of the animals was varied by use of nor-epinephrine to increase the pressure 
and by bleeding to decrease the blood pressure before injury. Several intact 
animals were shot in the aorta. In other instances, the aortas were shot when 
exposed to either air or saline. The missiles used for this injury were .22 calibre 
shorts, longs, and long rifles, and .177 calibre air pump pellets. 

When the vessel wall was tense from increased pressure, as in the animals treated 
with nor-epinephrine, the extent of injury was greater-than when the vessels were 
normotensive or hypotensive. The extent of injury was less in the intact animal 
than in the vessel exposed to air, and less when the vessel was shot beneath a shallow 
layer of saline solution than when exposed to air. On the basis of these experi- 
mental studies, the defects produced by gunshot injuries of major arteries seemed 
to depend upon two main factors: (1) the projection area of the missile that per- 
forates the arterial wall, and (2) the degree to which displacement of the wall 
exceeds the tensile tolerance of the vessel wall. The gross intimal damage usually 
exceeds the apparent external damage in extent. The microscopic damage was 
never found to extend farther than 3 mm. beyond the gross intimal damage, and 
it was concluded that, under the conditions of our experiments, adequate debride- 
ment could be achieved by excising no more than 3 mm. of tissue beyond the gross 
intimal defect. 

Attention was then turned toward optimum methods of repair. Some of the 
defects were closed longitudinally with and without debridement and it was found 
that undesirable narrowing of the lumen of the vessel was obtained. In other 
animals, transverse closure of the defect after partial circumferential excision of 
the wall almost always resulted in distortion of the line of blood flow, which may 
lead to thrombosis at the site of repair. From the standpoint of technical satis- 
faction, the optimum method of debridement and repair was resection of the in- 
jured segment at least 3 mm. beyond the gross intimal defect, followed by end to 
end anastomosis of the vessel. This procedure took less time than any of the 
other methods of repair, and results were uniformly more satisfactory. 

A convenient technical aid in the evaluation of the extent of gross intimal damage 
was the use of a nerve hook to retract the edges of the defect, affording visuali- 
zation of the interior of the vessel. It is emphasized that he.norrhage can be 
controlled upon exposure of the vessel by mere digital pressure over the defect 
without actually occluding blood flow through the vessel, until such a time as it 
will allow resection of the injured segment with end to end anastomosis. The 
authors feel that the results of these experiments with the thoracic and abdominal 
aortas can also be applied to any major vessel. 26 references. 22 figures. 13 
tables.—Author’s abstract. 

Army experience in Korea with definitive repair of major vessels has shown that 
excision and end lo end repair is betler than plastic repair. In anastomosis of sclerotic 
vessels to arterial grafts in civilian surgery, it is surprising how well a poor appearing 
segment of donor vessel will work. In war surgery, appearance is deceiving the other 
way; the differentialing fealure is the damage caused by high velocily missiles—Editor. 
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The Treatment of Abdominal Aortic Aneurysms by Excision and Grafting. 
RUDOLPH A. HELDEN, JOHN W. KIRKLIN, AND RAY W. GIFFORD, JR., Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 28:707—713, Dec. 16, 1953. 


The majority of aneurysms arising from the abdominal aorta are arteriosclerotic ; 
the syphilitic type is less common. Arteriosclerotic abdominal aortic aneurysms 
are seen most frequently in men in the later decades of life. The frequency of a 
poor prognosis accompanying this disease cannot be emphasized too strongly. 

The aim of the numerous forms of surgical treatment used in the past has been 
to control enlargement and rupture of these aneurysms by reinforcement of the wall 
of the aneurysmal sac from within or without. These methods generally have been 
unsatisfactory. 

Two cases are reported and 3 others mentioned in which arteriosclerotic ab- 
dominal aortic aneurysms arising below the origin of the renal arteries were re- 
moved and replaced by preserved homologous aortic grafts. Although this form 
of surgical treatment is practical, and theoretically appears to be ideal, a longer 
follow-up of the condition of patients treated by this method will be necessary to 
prove its true worth. At present, it is the method of choice for the treatment of 
these lesions, according to the authors. 


79. Acute Mesenteric Arterial Occlusion: Restoration of Blood Flow by Embolec- 
lomy. ALAN A. KLASS, Winnipeg, Canada. J. Internat. Coll. Surgeons. XX: 
687-6094, December 1953. 


Unrelieved occlusion of the main stem of the superior mesenteric artery ulti- 
mately leads to gangrene of a major portion of the bowel. This portion consists 
of all the jejunum and ileum (with the exception of the proximal 18 inches [45.7 
cm.] of jejunum) and the proximal half of the large bowel. 

Up to the present time, the universal surgical teaching has been that gangrene 
is inevitable in all cases of such occlusion and that the only surgical treatment is 
resection of this very large segment of the intestinal tract. The result is far from 
satisfactory. Patients who have withstood this heroic procedure are so rare as 
to be surgical curiosities. 

Although the removal of intra-arterial obstructions with successful re-establish- 
ment of blood flow is an accepted basis of vascular surgery, this procedure has not 
been generally attempted in cases of occlusion of the superior mesenteric artery. 

Certain fundamental questions need to be answered. (1) Can the circulation in 
the superior mesenteric artery and its branches be restored by removal of the ob- 
structing thrombus? (2) Can the viability of the bowel wall be maintained by the 
procedure? (3) Since there must be a point in time at which irreversible cellular 
changes take place (in spite of the restoration of arterial flow), what is the critical 
period within which this procedure is likely to succeed? 

Two cases in which embolectomy was performed, both ending in postmortem 
examination, are presented in an attempt to answer these questions. 

Case I previously reported in detail, was that of an actively employed carpenter, 
64 years old, with a compensated auricular fibrillation. Operation 14 hours after 
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the onset of acute abdominal symptoms revealed no flow of blood in the superior 
mesenteric artery or in any of its tributaries. This was proved by an incision into 
a bloodless vessel 2 cm. distal to its origin from the aorta. The obstructing mass 
was located just at the incision, and a plug about 6 cm. long was removed, An 
immediate gush of blood indicated that the obstruction was relieved. The opening 
in the vessel was closed. Postoperative management included the administration 
of papaverine and heparin. 

Bowel sounds were active 24 hours after the operation, and the patient had a 
normal bowel movement at 48 hours. Twelve hours after this hopeful event, 
acute myocardial failure developed, with pulmonary edema, and he died. 

Autopsy revealed that the immediate cause of death was the acute pulmonary 
edema resulting from myocardial failure. It was established, however, that the 
bowel was viable—an important point. No area of the bowel wall showed any 
gangrenous ulcerative changes. Dissection of the superior mesenteric artery and 
its branches revealed that the sutured area was healing normally and that no 
occlusion now existed at this point or in any other portion of the vessel. 

Case Il. The patient, a 67 year old woman, was under outpatient care for auric- 
cular fibrillation and diabetes mellitus. She was first seen eight hours after the 
sudden onset of symptoms resulting from an occlusion of the superior mesenteric 
artery. Operation 12 hours after the beginning of symptoms revealed obstruction 
of the main stem of the superior mesenteric artery. An incision into the artery 
3 cm. below its point of origin opened into an empty vessel. An obstructing plug 
about 2 cm. long was removed from the interior of the vessel just proximal to the 
incision, and a brisk flow of blood immediately followed. The vessel was sutured, 
and the patient returned to bed. 

Postoperative treatment included control of the diabetes plus the administration 
of heparin. During the first 24 hours the patient was given a total of 23,000 units 
of heparin, and at the end of the first postoperative day the clotting time was just 
over one hour. 

Postmortem examination revealed that death was due to massive intraperitoneal 
hemorrhage (about 4,000 cc. of unclotted blood), complicated by recent bleeding 
into the lower left bronchus, with atelectasis of the corresponding part of the lung. 
Examination of the superior mesenteric artery and its branches showed that the 
incised portion was secure against leakage and was healing normally, and that no 
obstruction was present in either the main stem of the artery or any of its tribu- 
taries. The bowel wall was entirely normal. Nowhere was there any discoloration, 
nor did the mucosa show any evidence of necrosis or ulceration. Gross and micro- 
scopic studies of the liver showed no evidence of hepatitis. 

The fatal postoperative intraperitoneal hemorrhage had come from mesenteric 
veins that had been cut in the dissection necessary to expose the superior mesen- 
teric artery during the operation. 

Death in Case I was due to myocardial failure and in all probability was un- 
avoidable. In Case II, on the other hand, death was due to massive intraperitoneal 
hemorrhage, was probably avoidable, and demands critical review. Two factors 
were probably responsible for the lethal hemorrhage: (1) Exposure of the superior 
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mesenteric artery was made by dissecting through the mesentery of the small 
bowel until the right colic branch was isolated, and along this vessel through the 
fatty tissue of the root of the mesentery until the superior mesenteric artery was 
cleared. Numerous veins and smaller mesenteric arterioles were inevitably cut 
across during this dissection. It was, however, not sufficiently appreciated at the 
time of dissection that these veins and lesser arteries, by reason of the occlusion of 
the parent trunk, were bloodless. No special effort was made, in anticipation of a 
restored local circulation, to insure that the entire area of dissection was rendered 
secure against hemorrhage. This technical error was without doubt mainly re- 
sponsible for the Jethal hemorrhage. 

(2) Heparin was used in four hourly injections, and a total of 47,000 units was 
administered in the entire postoperative period of 56 hours. At one of the tests, 
the clotting time was in excess of one hour. There is no doubt that the normal 
tendency of veins and arterioles to a natural arrest of hemorrhage by clotting was 
vitiated by the use of heparin. Continued intraperitoneal bleeding and terminal 
intrabronchial hemorrhage were the results. 

Conclusions 

From observations made in the 2 cases here reported it seems reasonable to draw 
the following conclusions: (1) Circulation in the superior mesenteric artery and 
its branches can be restored by removal of an obstructing thrombus. 

(2) Circulation within the bowel wall compatible with continuing viability can 
be assured by this procedure. 

(3) The bowel wall can survive total deprivation of blood for a period of 14 hours. 

(4) During the operation, particular care should be taken to secure arrest of 
hemorrhage, which may occur only after restoration of mesenteric blood flow. 


(5) The postoperative use of heparin should be avoided. 5 references. 4 figures. 
—Author’s abstract. 


ORTHOPEDIC SURGERY 


80. The Treatment of Recurrent Dislocation of the Shoulder. vicror B. VARE, JR., 
Phoenixville, Pa. S. Clin. North America. 33:1703-1710, December 1953. 


A discussion of the pathologic anatomy existing or associated with recurrent dis- 
location of the glenohumeral, or shoulder, joint is offered. Representative litera- 
ture is reviewed, and percentages of recurrences following various types of correc- 
tive surgical procedures are evaluated. Thirty cases treated by a slightly modified 
Magnuson-Stack operation, and without recurrence after an average 4.5 years’ 
followup period, are added to the literature. 

The procedure described compares with the Bankart operation for the fewest 
recurrences on a percentage basis. The subscapularis muscle transfer operation, 
although associated with some technical difficulties, is easy to perform, the ex- 
posure is good, and the structures accessible. The procedure is well tolerated, 
anesthesia time is short, blood loss minimal, and convalescence brief and com- 
fortable. There is no need for multiple incisions, metallic fixation or additional 
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insertions and sacrifices of other tissues in the form of fascia, tendons, or bone. 
The end results statistically and functionally are excellent. 30 references. 1 
figure. 1 table.—Author’s abstract. 


81. Orthopedic Treatment of Acute and Subacule Poliomyelitis by Early Stretching 
with the Aid of Curare. victor H. RAISMAN, Kew Gardens, N. Y. AND JULIUS 
SCHNEIDERMAN, Forest Hills, N. Y. J. Internat. Coll. Surgeons. X/X :93-103, 
January 1954. 


This article is based on 136 patients with acute and subacute poliomyelitis who 
were treated by Ransohoff’s regime from 1946 to 1948 inclusive in the orthopedic 
department of Queens General Hospital. 

They received curare (20 units per cc.) by intramuscular injection every eight 
hours, the dose ranging from 0.9 to 1.5 units per Kg. body weight. Three-quarters 
of an hour, one and a half hours, and sometimes two and a half hours after each 
daytime injection, the patient was passively stretched by a physical therapist. 
No stretching followed the midnight injection. The patient was also encouraged 
to stretch himself and to help others stretch, as well as to exercise, and walk around 
if possible as soon as his temperature permitted. Stretching carried every joint 
through its complete range of motion, stretching every muscle to its normal physi- 
ologic length. Major effort was exerted in stretching the gastroc-soleus, ham- 
strings, adductors, quadriceps, and back and neck extensor muscles. The treat- 
ment was a general pumping motion, repeated many times, and carried to a maxi- 
mal range as follows: 

The heel cords were stretched until the ankle was passively dorsiflexed to 60°. 

The hamstrings were stretched until straight leg raising was possible to at least 
60°, or at least 30° beyond a right angle. 

The adductors were stretched until the hips could be placed in the frog position 
by external rotation and abduction. 

The back was stretched with the legs in extension, so that the face could be placed 
between the knees. 


Other muscles were treated similarly. 


Stretching was continued with the aid of curare until normal muscle length had 
been restored. Curare was then stopped, but stretching was continued for a few 
days, and if complete relaxation was retained, the patient was discharged from the 
hospital and urged to continue stretching at home as well as in the clinic. 

The necessary safeguards in the use of curare are listed and emphasized. The 
importance of adequate preparation for the single severe complication, temporary 
total paralysis of the respiratory muscles, is stressed. With such preparation, there 
need be no fear that the treatment is dangerous. Two fatalities are described, 
although neither is considered to have been caused by the curare injection. 

Maximal stretching to obtain normal muscle length requires curare in the ma- 
jority of patients. Restoration of normal muscle length eliminates deforming 
factors, thus making braces almost completely unnecessary. Contractures and 
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deformities are prevented if it is maintained. Cyanosis and vascular changes do 
not oecur, and leg length inequality develops less frequently. 

Follow-up studies showed that such maximal stretching did not damage any 
muscles, but on the contrary, permitted early exercise as well as the other advan- 
tages listed. Moreover, as soon as the stretching was stopped, many patients 
tightened up, and some even developed contractures. 

The importance of stretching, even in mild cases, is underlined by other studies 
in which tightness, almost certainly the result of poliomyelitis, was responsible for 
significant functional disabilities, despite the apparently mild involvement which 
patients had sustained. 20 references. 2 figures. 2 tables.—Author’s abstract. 


82. Articular Plastic Reconstruction of the Hip with Nylon. RENE cHarRy, Tou- 
louse, France. J. Internat. Coll. Surgeons. X/X:1—24, January 1953. 


The author describes his technic of articular plastic reconstruction of the hip 
with nylon. It has two features: first, to preserve the femoral head; and second, 
the use of a nylon film as an interposing medium to ensure mobility. The simple 
solution of systematically destroying the femoral head and replacing it by acrylic 
prosthesis is discarded, on the principle that the femoral head should be preserved 
whenever possible. The technic tends to be anatomic and physiologic as far as 
possible. 

Articular plastic reconstruction is particularly desirable in cases of coxarthrosis 
and degenerative lesions. Its use is especially recommended in coxarthrosis of a 
mechanical origin, which is typically represented by secondary arthrosis subsequent 
to inveterate congenital subluxation, and in which articular incongruity is the whole 
problem in the earlier stages. Therefore, an early operation is obviously required. 

It has been used in coxarthrosis of vascular origin with good results, but the 
active vascular process must have ceased. It is useful also in primitive coxar- 
throsis where the main feature is its appearance as a normal shaped hip; it is to 
the articulation of the hip what arteriosclerosis is to the arteries. 

The approach is made through the front external part. This seems the best 
approach because, in cases of secondary arthrosis following inveterate congenital 
subluxation, where nylon is best used, the head has moved forward so that this is 
the most direct and logical route. 

The iliac crest is cut in two. The sartorius muscle is retracted medially, the 
fascia-lata laterally. The rectus femoris muscle, once its tendon is cut off, is re- 
flected downwards, the capsule is opened, and the distorted head appears. It is 
modeled again, shaped into a sphere and the acetabulum is carefully hollowed out. 

The head, thus remodeled, is then covered with nylon. The flexible nylon film 
used is made as a smooth membrane 5 mm. thick. It is sterilized by a few hours’ 
immersion in a 1:10 merfene solution. 

The capsule, which the author preserves, is sutured at the end of the operation, 
the rectus tendon reinserted, the iliac crest put back into its place, and the planes 
sutured separately one after the other. 

Convalescence takes longer than it would if the method of acrylic prosthesis 
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had been used, because the remodeled head, with no solid cortex, must build up a 
solid osseous outer layer. 

Mobility begins as soon as 10 days after operation. No pain is felt. Such 
mobility quickly becomes extensive and is practically normal at the end of a few 
months. 

It takes more time to be able to walk well. In the author’s opinion, the patient 
should be helped by two canes for some time. 

The author operated upon and minutely studied 13 cases over a period of 4 years 
before starting to use this process systematically. He now urges it unhesitatingly 
whenever it is possible to preserve the head. This possibility is all the more fre- 
quent when the disease is in the early stages and lesions are less strongly marked, 
thus underlining the advantage of an early operation. 

This method preserves the femoral head and considers the future. It includes 
the use of a membrane of supple unwoven nylon to ensure mobility. Essentially 
it is used in cases of arthrosis when the mechanical element prevails. 

It must be rejected in all inflammatory coxopathies, coxitis, rhizomelic spondy- 
losis, chronic polyarthritis, evolutionary or subevolutionary, where it is bound to 
fail as are other methods of articular plastic reconstruction, due to periarticular 
inflammatory lesions. 


83. Complications in Replacement Arthroplasty of the Hip. HOWARD A. MENDEL- 
SOHN AND SEYMOUR L. ALBAN, Los Angeles, Cal. J. Bone & Joint Surg. 36A: 
30-36, January 1954. 


The authors have had personal experience with 40 patients who had a total of 
45 replacement arthroplasties of the hip. Most of the patients were operated upon 
at Wadsworth General Hospital, Veterans Administration Center, Los Angeles, 
Cal., by several surgeons on the hospital staff. 

The ages of the patients studied varied from 25 to 83 years. Thirteen were 
female and 27 were male. Thirty-nine of the prostheses were of the Judet type, 
5 were of the Eicher variety, and 1 was of the Jaenichen-Collison type. Four of 
the patients underwent bilateral operations. 

Preoperative diagnoses included: degenerative arthritis; recent intracapsular 
fractures; old intracapsular fractures with non-union, rheumatoid arthritis; and 
healed intracapsular fractures with aseptic necrosis. 

Twenty-three patients (57.5 per cent) suffered one or more complications, with 
a total of 53 complications. Those encountered were deaths, 4 (10 per cent); dis- 
locations (antero-superior), 5 (11.1 per cent); superior subluxations, 10 (22.2 per 
cent); paracapsular calcification, 9 (20.0 per cent); pain at the site of stem pro- 
trusion, 3 (6.7 per cent); protrusion of Eicher stem through cortex, 2 (4.4 per cent); 
varus deformity of prosthesis, 2 (4.4 per cent); fracture of the femur, 2 (4.4 per 
cent); avulsion of the greater trochanter, 1 (2.2 per cent); fracture of the acrylic 
head, 2 (4.4 per cent); persistent pain (moderate to severe), 13 (28.8 per cent); 
and infections, 0. 

A number of complications are illustrated and discussed with reference to eti- 
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ology and prophylaxis. Surgeons undertaking replacement arthroplasty of the hip 
should be aware of the many hazards involved in this operation. 6 references. 
7 figures. 2 tables.—Author’s abstract. 


84. Tumors of the Plantar Fascia. JAMES W. MILLER AND HUGH W. JONES, Seattle, 
Wash. Bull. Mason Clinic. 7:124-128, December 1953. 


Dupuytren’s contracture, which involves the palmar fascia, has an incidence of 
associated involvement of the plantar fascia in 10 per cent of cases. The close 
resemblance of lesions of the Dupuytren’s type, arising from the palmar or plantar 
fasciae, to sarcomata has been mentioned by several authors. The individual who 
goes to his physician with a painless nodule on the sole of the foot in the area 
embraced by the plantar fascia may simply be reassured if there is evidence of 
associated fascial involvement of the hands. Should mechanical difficulty or rapid 
enlargement occur, surgical excision is indicated. The patient with isolated plantar 
involvement must be advised in a straightforward manner to have his lesion ex- 
cised widely without delay. The excision should follow the precepts set down for the 
initial removal of low grade sarcomata. In most instances this will still permit 
primary wound closure and no morbidity will occur as far as future function of the 
foot is concerned. 12 references. 3 figures.—Author’s abstract. 


The occasional presence of nodules in the plantar fascia associaled with Dupuy- 
tren’s contracture of the hand is now a well-established fact. It seems reasonable that 
these tumors of the plantar fascia should also be classified as Dupuytren’s contracture, 
although the term, “plantar fibromatosis,” has been applied by Stout. The recom- 
mended program of therapy is sound.—H. R. McC. 


85. Pigmented Villonodular Synovilis (Xanthomatosis) of the Hip Joint. RALPH 
K. GHORMLEY AND JOSEPH 0. ROMNESS, Rochester, Minn. Proc. Staff Meet. 
Mayo Clin. 29:171-180, Mar. 24, 1954. 


The term, “pigmented villonodular synovitis,” has come to be recognized as 
designating a widely diffuse xanthomatosis involving the synovial membranes of 
joints and tendon sheaths. It is primarily a descriptive term for the fresh gross 
appearance, as seen when the involved joint is opened surgically. 


True synovial tumors are rare, and xanthomatous tumors are the most com- 
monly reported. From the clinical standpoint, by far the most frequently involved 
joint in the body has been the knee. Involvement of other joints has been re- 
ported infrequently. Only 2 instances of involvement of the hip joint have been 
reported previously. In view of the rarity of involvement of the hip joints and the 


problems which have arisen in the preoperative diagnosis, the authors reported 
4 cases in which the hip was affected. 


Monarticular involvement was present in all 4 cases, as it was in the cases in the 
literature. Antecedent trauma was noted in only 1 case. In all 4, a diagnostic 
problem was presented since findings were compatible with several conditions. 
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Laboratory findings were essentially within normal limits, except for a slightly 
elevated erythrocyte sedimentation rate in 1 case. 

Roentgenograms offered the most consistent evidence of similarity in cases of 
involvement of the hip joint. In all instances, extensive monarticular changes 
were noted, with increased narrowing of the joint space, irregular joint-surface 
changes, and cystic areas in the acetabulum, head and neck of the femur. Cyst- 
like areas of diminished density frequently are seen in cases of degenerative ar- 
thritis, but usually they are limited to the head of the femur and are close to the 
surface of the joint. The presence of osteolytic cystlike areas in the acetabulum 
appears to be one of the most characteristic roentgenologic features of pigmented 
villonodular synovitis involving the hip joint. 

In the hip, all lesions apparently have been of the diffuse type. Grossly, the 
lesion appears as shaggy, thick, strandlike bits of soft, brownish-red tissue splashed 
with gold, filling the entire joint. Microscopically, the villi are lined by 1 to 4 
layers of synovial cells which frequently contain pigment. Thin-walled vascular 
channels course through the loose stroma. There are scattered collections of pig- 
ment-filled stromal cells, multinucleated giant cells of foreign-body type and hemo- 
siderin and lipoid-bearing foam cells. A variable amount of hyalinized connective 
tissue is present. 

The causation and nature of pigmented villonodular synovitis or its variants 
have occasioned considerable discussion. The consensus seems to be that it is 
benign lesions of probable inflammatory nature. 

There seems to be no disagreement in regard to the method of treating these 
rare lesions. Total excision of the gross lesion, followed by postoperative roentgen 
therapy, seems to be the treatment of choice when other joints have been involved 
by this condition. A similar course of action should be followed when pigmented 
villonodular synovitis involves the hip joint. 

While this lesion is rare, it is of considerable importance in the differential diagnosis 
of joint lesions. It should be understood and appreciated by all surgeons, and a review 

of this article is worthwhile—H. R. McC. 


86. Recurrent Dislocation of the Shoulder. preTER LEGUIT, Amsterdam, Holland. 
J. Internat. Coll. Surgeons. XX :741-749, December 1953, 


This paper is based on a review of 50 cases of recurrent anterior dislocation of 
the shoulder, in which operation was performed according to the method of Noor- 
denbos, and on the results of a study of the world literature on all available cases 
from 1930 to 1952, with special attention to the roentgenologic changes of the 
humeral head. 

A groove on the posterior surface medial to the tuberculum majus was observed 
in 97 per cent of his cases. 

The initial dislocations occur at the age of 27 + 0.8 years. 

The average age of 150 patients with shoulder dislocation out of 50,000 persons 
who consulted the municipal hospital of Amsterdam was 46 + 1.4; this is more 
than three times the standard deviation. 
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The method of reposition has no influence on the recurrence. The great ma- 
jority occur in healthy, athletic young men, who perform heavy work. 

The operations that achieve the most constant success are those which produce 
a block to the exit of the humeral head in front. Independently of Speed in Chi- 
cago, Noordenbos in 1932 placed a fibula graft of 5 em. with full periosteum in 
front of the anterior border of the glenoid under 60 degrees with the planum scap- 
ulae. Twenty years afterwards this graft has the same shape as it had 10 years 
ago and is as tightly fixed. The graft retains its extra-articular position permanently 
if placed on the right spot. It maintains its original form without fracturing; only 
a little absorption will occur during the years. 

A group of 50 patients was operated upon by 5 surgeons, with an observation 
time of 2 to 20 years. There were 3 recurrences, all after operation by the same 
surgeon. Of 931 cases in the world literature from 1930 to 1942, the recurrence 
rate for this bone block procedure was 4.1 per cent. Of 718 cases from 1942 to 
1952, the recurrence rate for the bone block operation increased to 10 per cent. 
12 references. 7 figures. 1 table.—Author’s abstract. 


This operation is technically more difficult and more uncertain for the average 
surgeon than the Magnuson procedure, which consists of transplantation of the sub- 
scapularis tendon, or the Dickson procedure, which involves shifting the pectoralis 
minor muscle to the shaft of the humerus. The Nicola operation may also be used in 
conjunction with either of these operations, with assurance of satisfactory results in a 
high percentage of cases.—H. R. McC. 


BOOK REVIEWS 


The Conception of Disease, Its History, Its Versions and Its Nature. WALTHER 
rIESE, New York. Philosophical Library, 1953. 120 pages. Price: $3.75. 


This monograph by Dr. Walther Riese is a combined philosophical and his- 
torical approach to conceptions of disease. For example, the stoic, Platonic, an- 
thropological, moral, and Galenical conceptions of disease are discussed. In the 
Appendix there is a comprehensive group of footnotes to the text giving explana- 
tory matter and references. Finally, there is a helpful index. 

This book should be of interest to those who look at medicine as something more 
than a mere business and something which is of historical and philosophical im- 
portance.—H. N. H. 


Surgical Pathology. LAUREN Vv. ACKERMAN. C. V. Mosby Co., St. Louis, Mo. 
1953. 836 pp. Illus: 913. Price: $14.50. 


Ackerman’s new Surgical Pathology is a distinct and authoritative contribution 
to this most important field. Illustrations include an excellent selection of micro- 
photographs, pictures of gross specimens and patients, all of which are well corre- 
lated. Further correlation of x-rays and the gross specimens might have been of 
advantage. In the chapter on Bone the microphotographs are excellent but a few 
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more large specimen microphotographs could have amplified the portrayal, though 
these criticisms are minor. 

A well organized bibliography of up-to-date articles ends each chapter. All the 
subjects of surgical pathology, including gynecology, obstetrics, urology and derma- 
tology, are given thorough coverage in proportion to their importance in clinical 
practice. 

The book is a valuable asset to every pathologist and surgeon, and medical 
students or those reviewing for their Board examinations will find it of distinct 
value in studying living pathology.—Henry N. Harkins. 


Natural Childbirth. FrREDERICK W. GoopRICH, JR. Prentice-Hall, Inc. New York 
City. 1950. 176 pp. Price: $2.95. 


Written primarily for lay consumption, this book is of value to the physician 
and the student of medicine in understanding the type of approach that may be 
utilized in presenting the subject of natural childbirth to patients. The basic and 
clear-cut descriptions cover the basic anatomy and physiology of pregnancy, as 
well as some of the more gross complications of pregnancy, but with relatively 
little emphasis upon their effects upon the individual. Considerable emphasis is 
placed upon physiotherapy, diet, and the psychologic aspects of pregnancy. 

The renewed interest in this subject makes this book worth recommending to 
those individuals, both lay and professional, who are interested in this approach in 
obstetrics.—Russell R. de Alvarez. 


Connective Tissues. Transactions of the Third Conference on Connective Tissues 
of the Josiah Macy, Jr. Foundation, February 14-15, 1952. CHARLES RAGAN, 
m.p., Editor. Published by the Josiah Macy, Jr. Foundation. New York 36, 
New York. 166 pages. Price: $3.50 


Surgeons who are not yet fully aware of the tremendous significance of current 
development and prospects in the field of submicroscopic and chemical mor- 
phology may find thissmall informal volumea helpful and illuminating introduction. 
They will learn that collagenous connective tissue fibers are cross-striated just as 
distinctly as are skeletal muscle fibers, but on a scale too fine to be distinguished 
with the light microscope. They will learn that the electron microscope, which 
reveals these fine stripes, has developed into an anatomic tool of prime importance, 
ranking with the light microscope and the unaided eye in the significance of the 
structural relationships it can reveal. They will learn of the impressive contribu- 
tions this instrument has already made to our knowledge of connective tissue, and 
of efforts to explain tissue-fine structure in terms of its molecular constituents. 
The book will suggest new approaches to the study of wound healing, scar forma- 
tion, epithelialization, and other problems of importance to surgeons. 

The book reports the full text of the informal remarks and discussion of fifteen 
invited participants and guests of this Third Conference on Connective Tissue 
sponsored by the Macy Foundation. The members and guests are all distinguished 
contributors to this field. A single member is selected to lead the discussion of a 
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chosen topic. His statements, the frequent interruptions interjected by other par- 
ticipants, the discussions and disagreements ensuing, are all recorded for our 
benefit. There results a rather disjointed presentation, tedious to read in some 
spots, which sacrifices continuity for controversy, but conveys well the current 
thinking of certain active investigators in a field now advancing with impressive 
rapidity. 

Surgeons who may find in this book an inspiration to incorporate into their in- 
vestigations some of the approaches mentioned are warned to heed the measured 
advice of Doctors Wyckoff and Dempsey quoted in the last few pages.—H. Slanley 
Bennett. 


Genealogy of Gynaecology. sAmMeEs v. RIcct. Blakiston Co. Philadelphia, Pa. 
1950. 494 pp. Price: $8.50. 


In reviewing the book “Genealogy of Gynaecology,” one is struck immediately 
by the vast amount of original research required to assemble these data and in- 
formation into one compact form. 

The author covers the evolution of gynaecology in much the same way as one 
goes about determining the genealogy of one’s family. This evolution begins with 
the prehistoric age and progressing through the ancient, classic, Byzantine, Arabic, 
the Mediaeval period, and up to and through the 18th Century. 

The classic descriptions of anatomy, instruments used in gynaecology, and 
pathology are amply described. 

Classic descriptions of gynaecologic disease make one aware of how astute these 
observations were during these classic times. 

For those interested in the historical aspects of gynaecology, the book is very 
highly recommended.—R. R. de Alvarez. 


ANNUAL UROLOGY AWARD 


The American Urological Association offers an annual award of $1000 (first prize 
of $500, second prize, $300, and third prize, $200) for essays on the result of some 
clinical or laboratory research in urology. Competition is limited to urologists who 
have been graduated not more than 10 years, and to men training to become urolo- 
gists. 

The first prize essay will appear on the program of the forthcoming meeting of the 
American Urological Association, to be held at the Biltmore Hotel, Los Angeles, 
Cal., May 16-19, 1955. 

Further information may be obtained from the Executive Secretary, William P. 
Didusch, 1120 North Charles Street, Baltimore, Md. Essays must be submitted to 
his office before January 1, 1955. 
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OBSTETRICS AND GYNECOLOGY 


Cesarean Section in Elderly Primiparas 


Leo Hirvonen and Kalevi Niemineva* 


HELSINKI, FINLAND 


INTRODUCTION 


Recent advances in medicine have greatly helped the obstetrician in the manage- 
ment of labor. At the same time present day life, with its prolonged education, its 
drift towards the city, and its trend towards full time employment of women, has 
led to considerably later marriages. Consequently, an increasing number of women 
do not have their first child until they are 30 years old or over. In Finland the 
number of elderly primiparas is a clear indication of the importance of the problem. 
Of the 103,515 children born in this country in 1949, 33,359 were first children, and 
6,435 of these (19 per cent) were born to mothers 30 years old or over. Taking the 
age of 30 as the dividing line, after the practice in this country, virtually every fifth 
primipara is classed as an elderly primipara. 

Cesarean section has been discussed recently at several international congresses, 
including one in the United States in 1952. The tendency to avoid serious obstetric 
procedures per vias naturales by resorting to cesarean section is noticeable everywhere. 
The fall in maternal and fetal mortality from the operation has led to this increased 
use of section. As pointed out by Vara, the rate of operative interference is con- 
siderably higher in elderly primiparas than in all parturients. Therefore it is par- 
ticularly interesting to examine the trend of obstetric practice with regard to cesar- 
ean section on elderly primiparas. Vara’s monograph on the elderly primiparas 
(1946) and his extensive investigation into cesarean section (1952) provide good 
material for comparison. 


MATERIAL 


The series studied by the authors comprised 1000 elderly primiparas treated by 
cesarean section at the Women’s Clinic of the University of Helsinki during the 
years 1907-1950. No section had been performed on elderly primiparas at the Clinic 
before 1907, and the total number of sections had been very limited. 

In order to follow the development in obstetric practice, the series was divided 
into two groups of an almost equal size for separate study: cases treated up to 1945, 


* Women’s Clinic I (Professor Aarno Turunen) and the Women’s Clinic II (Professor Paavo Vara), Uni- 
versity of Helsinki. 
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and those from 1946 to 1950. Furthermore, the point of division marked a turning- 
point in obstetric practice in Finland, for the advances made elsewhere during the 
war, particularly those which widen indications for the operation, had by that time 
reached the country. 


Elderly Primiparas 


To provide a basis of comparison, the number of elderly primiparas and their in- 
cidence among all parturients delivering in the Clinic are given in table I. From 
1926-1950 there were 8,949 elderly primiparas (9.5 per cent of all parturients). Com- 
pared with the figures for the whole country, the percentage is relatively high. 
This is because a proportionately greater number of complicated cases are treated at 
the Clinic than in other hospitals. This peculiarity of the series should be borne in 
mind when judging the figures of the present study. 


TABLE I 


Number and Incidence of Elderly Primiparas and Cesarean Sections 


All Sections Sections in Eld. I-paras 


Incidence 
Eld. Per Per in All 
Years Deliveries I-p. Cent Cent Sections 


1907—25 42,401 0.5 11.3 
1926—30 13,020 1.6 15.6 
1931—35 12,741 245 1.9 ’ 15.9 
1936—40 13,689 452 5 . 22.8 
1941—45 20,325 3.8 ; 29.3 
1946—50 34,491 1,996 5.8 : 28.9 
1907—50 136,667 3,870 2.8 _ 25.8 
1926—50 94,266 3,676 3.9 26.6 


During the period under discussion the incidence of elderly primiparas showed con- 
siderable variation, ranging from 5.4 to 13.2 per cent. The sharp rise in the inci- 
dence from 6.7 per cent in 1931-1935 to 11.5 per cent in the following five year period 
is due to the fact that in 1934 the Clinic was moved into a new large building where 
it is possible to admit patients from all over the country, i.e. parturients in whom 
complications of labor are likely to occur. (At this time the clinic was divided into 
two separate departments: Clinic I and Clinic II.) This change is reflected in all 
figures. 


Incidence of Cesarean Section 


Table I gives the numbers of cesarean section both in all cases and in elderly primi- 
paras. The number of elderly primiparas who delivered by cesarean section has 
vastly increased. From 1926-1930 it was 33 and from 1946-1950 reached as high as 
577 at the Clinic. At present, about 1 in 17 parturients is treated by cesarean section, 
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and in elderly primiparas a section is performed on almost every fifth patient. More 
than one fourth of all sectioned parturients at the Clinic have been elderly primi- 
paras. 


Age Groups 


Table II shows the distribution of sectioned primiparas into different age groups. 
The incidence of sections performed on elderly primiparas increased from 6.9 per 
cent from 1926-1945 to 18.4 per cent from 1946-1950. The incidence rose in every 
age group. Its absolute increase was greatest among primiparas aged 40 years or 
over. The relative increase, however, was highest in the youngest group—those 
aged 30 to 34 years. Though a cesarean section is now performed on every third 
primipara aged 40 or over, the trend of the development is clearest in the younger 


group of elderly primiparas. This fact is indicative of a widening of the indications 
for the operation. 


TABLE II 
Incidence of Cesarean Section in Different Age Groups in Elderly Primiparas 


Age 30—34 Years 34—39 Years 40 Years and over Total 


Deliv- Sec- Per Deliv- Sec- Per Deliv- Sec- Per Sec- 
Years eries tions erties tions Cent cries tions Cent tions 


1926—45 4,104 193 ; 1,379 144 336 64 19.0 401 
1946—50 1,871 250 978 230 281 97 34.5 


1926—50 5,975 7.4 2,357 374 : 617 26.1 


Duration of Marriage Prior to Conception 


In the present series it was possible to determine the duration of marriage prior to 
conception in 782 cases. Table III gives these figures as well as the values for all 
elderly primiparas in Vara’s series and values for all marriages, based on the official 
statistics of Finland. The table indicates that fertility is considerably lower in 
elderly primiparas than in all parturients, and in sectioned elderly primiparas is still 
lower than in all elderly primiparas. The numbers clearly indicate the clinical sig- 
nificance to be given to a long marriage prior to conception in elderly primiparas. 


MATERNAL MORTALITY 


As stated in the introduction, the increase in the number of cesarean sections is 
primarily due to the fall in maternal mortality from the operation. In Marshall's 
series, which contained nearly 8000 sections performed in the British Isles during 
the years 1943-1947, the incidence of cesarean section was 6.1 per cent and the ma- 
ternal mortality rate 0.99 per cent. In Naujoks’s series of cases which included 
5,675 sections performed in some German hospitals for women in 1938, the cesarean 
section rate was 3.3 per cent and the maternal mortality rate 3.2 per cent. Huber’s 
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German series, consisting of 820 cases from the years 1938 to 1951, showed a maternal 
mortality of 3.5 per cent, the corrected rate being 2.0 per cent. In Vara’s study on the 
cesarean section, the corrected death rate for the period 1926-1950 was 1.8 per cent. 
In primiparas it was 2.2 per cent and in multiparas 1.3 per cent. From 1946-1950 


the corresponding rate was 1.1 per cent, 1.2 per cent in primiparas and 0.9 per cent 
in multiparas. 


Maternal mortality rate in the present study is 2.3 per cent; the corrected rate is 
2.1 percent. The maternal mortality rate from 1907-1945 was 4.0 per cent, and from 
1946-1950, 0.7 per cent. Lower mortality rates of the present series are probably 
due to the fact that elective cesarean section is more readily resorted to in elderly 
primiparas than in other parturients. 


The following diseases were responsible for the maternal deaths: embolism in 
6 cases; peritonitis in 5; cardiac failure in 4; severe toxemia in 3; septic endometritis 
in 2; and posthemorrhagic anemia in 1 case. Two cases were operated on in mortua. 


TABLE Ill 


Duration of Marriage 


All Marriages 
(According to 
Present Series Vara’s Series Official Statistics) 


Years Cases Per Cent Per Cent Per Cent 


O-—2 355 45.4 60.0 90.1 
5 203 26.0 22.9 6.9 
6—9 123 15.7 13.8 pe | 


101 12.9 


3.3 0.9 


Total 


782 


100.0 100.0 100.0 


FETAL MORTALITY 


In the literature of recent years there have been frequent references to the surpris- 
ingly high fetal mortality in cases delivered by cesarean section. According to 
Kiistner, it is at present about 5 per cent. But he has shown that this 5 per cent 
includes a large proportion of congenitally weak fetuses, i.e., cases in which cesar- 
ean section is performed for placenta previa or eclampsia, in order to save the mother. 
The frequency of premature infants in cases treated by cesarean section has also re- 
ceived the attention of Williams and Hollenbeck. Litchfield et al laid emphasis on 
prematurity and especially on hemorrhages as being of great significance in fetal 
mortality from cesarean section. They reported a fetal mortality rate of 4.5 per cent. 

The question of fetal mortality is particularly important in elderly primiparas. 
In Vara’s series of elderly primiparas, fetal mortality rate was 3.07+0.30 per cent, 
the corrected value being 2.70+0.29 per cent. In full term vertex presentations with 
normal maternal pelves, the corrected fetal death rate was 1.93+0.31 per cent. 
Incidence of premature infants was 8.52 per cent. Vara’s series of cesarean sections 
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showed an uncorrected fetal mortality of 5.4 per cent, the corrected rate being 4.5 
per cent. In his discussion Vara states that during the period under consideration, 
the fetal operation death rate fell relatively more than the general fetal death rate. 

In our series there were 48 fatal cases in all, or 4.8 per cent. Six fetuses were still- 
born. Of the deaths, 25 occurred in the Women’s Clinic and the remaining 17 in 
children’s clinics. Among the fatal cases there are, consequently, babies who lived 
several days or even weeks. Twenty-four babies died before 1946, and 24 died from 
1946-1950, giving mortality rates of 5.7 and 4.2 per cent. These figures bring out 
the fact that prevention of fetal mortality has developed far less favorably than that 
of maternal mortality. In the opinion of these writers, one reason for this difference 
is the stand generally taken toward fetal asphyxia as an indication for cesarean 
section. 

In the present series, prematurity was the most frequent cause of death. There 
were 6 immature and 61 premature fetuses, or 67 in all, giving an incidence of 6.7 
per cent—lower than that reported by Vara in his monograph on the elderly primi- 
para. Eighteen (27 per cent) of the immature and premature fetuses died. The 
total of congenital malformations was 6. Three of them were premature. The ma- 
terial contained only 1 case of icterus gravis neonatorum. After omission of pre- 
mature and stillborn infants and congenital malformations, the corrected fetal mor- 
tality is 2.0 per cent. 

The fetal mortality was highest in the cases operated on for antepartum hemor- 
rhages. Thirteen of 66 fetuses died. The next highest fetal mortality rate occurred 
in the group with toxemia as the indication for section (16 deaths in 179 cases). 
This was partly because the majority of the fetuses of toxemic patients were pre- 
mature, as was also the case in the hemorrhage group. Six of the 7 deaths in the 
main group of fetal indications were in the 74 cases of fetal asphyxia. A point 
worthy of note is that no death occurred in the group of long-desired children. 


INDICATIONS FOR CESAREAN SECTION 
General Considerations 


Evaluation of indications generally plays an essential part in the problem of 
cesarean section. These indications undergo a significant change in the elderly primi- 
para. In the 1920's they were the subject of a violent controversy, aroused by 
Hirsch’s suggestion that all difficulties in vaginal delivery should be solved by means 
of cesarean section. Many of Hirsch’'s ideas have been realized, but for the elderly 
primipara the principle stated in 1930 by Martius still prevails: ‘An elderly primi- 
para in whom no abnormality has been found should never be operated on merely 
because of her age.”’ 

In regard to combined factors, it is not always easy to determine the primary 
indication for section, which may escape detection even at operation. In the follow- 
ing classification the aim has been to group the cases as objectively as possible, 
according to the main indication. Owing to the frequent occurrence of strong addi- 


tional indications, they are discussed separately with a view to shedding light on 
the problem as a whole. 
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Classification of the Indications 


This varies a great deal in different reports. In the present series it was simplified 
by the fact that the investigation dealt only with the elderly primipara. In making 
the classification, the conditions peculiar to the country and the characteristics of 
the elderly primipara were taken into account. If related indications are treated 
together, the series falls into 6 main divisions. The classification is as follows: 


I. Dystocia. IV. Fetal indications. 
(a) Contracted pelvis. (a) Fetal asphyxia. 
-b) Malpresentation. (b) Long-desired child. 
¢) Breech presentation. (c) Postmaturity. 
Il. Toxemia. (d) Prolapse of the cord. 
III. Prolonged labor. V. Acute emergencies in labor. 
(a) Uterine inertia or (a) Placenta previa. 
incoordinate uterine action. (b) Accidental A.P.H. 
(b) Rigidity of the soft parts. (c) Imminent rupture of the uterus. 


VI. Extragenital maternal diseases. 


General Trends in Principal Indications 


Table IV shows the main indications for section in both the present series and that 
of Vara. 

The most frequent single indication was contracted pelvis. Comparison of the two 
series brings out a clear difference. In the opinion of the authors, a trial of labor is 
not justified in the elderly primipara in the presence of even a very minor degree of 
disproportion between the fetus and the birth passage, though it is the method of 
choice in the young primipara. 

The incidence of malpresentation and breech presentation from the years 1946- 
1950 was higher in the present series (11.4 per cent) than in Vara’s (8.6 per cent). 
Breech presentations were separated from the other malpresentations in the present 
study because of their importance in the elderly primipara. Obstetrically, breech 
presentation is not a malpresentation. No marked differences are to be found in the 
other malpresentations because all parturients with serious ones, such as transverse 
lies and brow presentations, are delivered by cesarean section. 

In the toxemia group, Vara's incidence figure for primiparas approximates that of 
the present study. The incidence of this indication in his whole series was, however, 
considerably lower. A point noted by Vara in his monograph on the elderly primi- 
para is worth recalling here: although severe forms of toxemia are more frequent in 
elderly primipara than in all primiparas, toxemia in general is not. 

In the next group, uterine inertia and exhaustion incidence was higher in the pres- 
ent series than in all primiparas as reported by Vara. This is also true of incidence 
of rigidity of the soft parts. In Vara's total series this incidence was still lower. 
These figures illustrate the well known fact that disturbances in uterine action are 
common in the elderly primipara. 

In the fetal indication groups the figures are not fully comparable with one an- 
other (true in some degree to all figures for indications). In Vara's series, elderly 
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primiparity occurred as an indication in 11 per cent from 1946-1950. Since the pres- 
ent study deals exclusively with elderly primiparas, this indication has had to give 
way to some other factor. Consequently, the cases with no other indication than 
the patient’s age, and possibly a long marriage, were collected under the heading of 
long-desired child. Purely fetal indications appearing during labor are fetal as- 
phyxia and prolapse of the cord. In the second period of the present series, fetal 
asphyxia was one and a half times as frequent as in Vara’s general section series. 


TABLE IV 
Incidence of Indications for Cesarean Sections 


Present Series Vara's Series 


Primiparas All Cases 


1926— 1946— 1926— 1946— 
1950 1950 1950 1950 


1946—-50 1907—50 


1907—45 


Per Per Per Per Per Per Per 
Cent Cent Cent Cent Cent Cent Cent 


Cases 


Cases 


Cases 


Indication 


Contracted pelvis 158 37.4 127 22.0 285 32.7) Bt Ws 


Malpresentation 25 5.9 18 $8.6 80 6.9 
Breech presentation 17 4.0 48 8.3 65 — 
Toxemia 79 18.7 100 17.3 179 17.9 18.9 16.8 14.3 12.3 
Uterine inertia 10.4 81 14.0 125 8.8 
Rigidity of soft parts 20 4.7 34 5.9 54 5.4 3.0 3.9 2.4 2.8 
Fetal asphyxia 13 ce | 61 10.6 74 7.4 4.9 6.4 5.0 6.5 
Long-desired child 

(Eld. primip.) 12 2.8 47 8.1 59 GSD 
Postmaturity 5 1.2 10 A? 15 | py | 3.4 
Prolapsed cord 4 1.0 _ _ 4 0.4 0.9 0.5 1.3 1.0 
Placenta previa 21 5.0 20 3.5 41 4.1 $3 2.8 $.7 5.1 
Accidental A.P.H. 12 2.8 13 a 25 24 3.3 2.6 3.3 3.0 
Imminent uterine rupture 2 0.5 1 0.2 3 5 ¢3  @3 1.2 1.2 
Extragenital diseases 11 2.6 17 3.0 28 28 49 32 S93 34 


Total 423. 100.0 577 100.0 1000 100.0 100.0 100.0 100.0 100.0 


In the emergency groups covering hemorrhages and imminent uterine rupture, the 
present figures do not differ appreciably from those of Vara for primiparas. 

The following comments on the development that has taken place in the incidence 
of section indications refer to the two main periods of the present series, 1907-1945 
and 1946-1950. 

During that time a considerable decrease occurred in the incidence of contracted 
pelvis among all indications. This is clear evidence of the decreased frequency of 
absolute indications, to which most cases of contracted pelvis belong. The relative 
proportions of toxemia remained fairly constant. The inference is, however, that 
from 1946-1950 toxemic patients were more readily delivered by cesarean section 
than before. A slight decrease occurred also in the incidence of malpresentations. 
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The opposite development took place in breech presentations. Their incidence 
among all sections doubled. The tendency to avoid prolonged vaginal delivery is 
seen in the rise in incidence of uterine inertia and exhaustion and rigidity of the 
soft parts. 

The number of sections performed solely with a view to securing a live child has 
increased. The incidence of fetal asphyxia and long-desired child as indications 
tripled, whereas no appreciable increase occurred in the incidence of postmaturity. 
In the period 1946-1950, the incidence of sections performed in the interest of the 
fetus was 20.4 per cent, as against 8.1 per cent in the earlier period. As in absolute 
indications, a decrease occurred in the number of sections for placenta previa and 
accidental antepartum hemorrhage. 

From the foregoing discussion it can be concluded that among the most prominent 
indications for cesarean section in the elderly primipara are uterine inertia, fetal 
asphyxia, breech presentation, long-desired child, and rigidity of the soft parts. 


Factors Affecting Indications 


Before beginning a detailed study of the indications, it may be of interest to discuss 
certain general factors to be considered in their evaluation: maternal age, duration 


of marriage prior to delivery, duration of regular pains, and time of rupture of the 
membranes. 


Maternal Age. In the group aged 30-34 years, 41.4 per cent of the sections were 
performed for dystocia, and 11.5 per cent for fetal indications, the corresponding 
percentages being 37.6 and 18.3 in primiparas aged 35 years or over. The other 
indication incidences do not show appreciable differences in this respect. A high 
proportion of fetal indications is understandable in the older age groups, because 
for them the interest in the child is dominant. Comparison of the figures for the 
two periods shows also that in recent years maternal age has increasingly been taken 


into consideration in the evaluation of indications associated with the prognosis of 
the fetus. 


Duration of Marriage Prior to Delivery. The series included 224 cases (Table IID in 
which marriage had lasted for over 6 years prior to delivery. In this group, section 
was performed for fetal indications in every fourth case, whereas it was performed 
in every tenth case in the group of marriages of under 6 years’ duration. A more 
detailed analysis shows that marriage had been of at least 6 years’ duration in 42 
out of 50 cases where indication for the cesarean section was a long-desired child. 
The incidences of the other indications did not vary appreciably according to the 
duration of marriage. 

Duration of Labor Pains. That duration of pains is a primary consideration for 
cesarean section is implied in Dieckmann’s well known statement: *‘Our deadline is 
24 hours of ruptured membranes or labor.’’ Marshall concluded that the duration 
of pains is the most important factor in maternal mortality associated with cesarean 
section. 

Table V lists the results of this study for the periods 1907-1945 and 1946-1950. 
Cesarean section was performed on patients without pains in 22.9 per cent of the 
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total series. The incidence of cases without pains, with irregular pains, and with 
regular pains lasting under six hours was 42.6 per cent. A total of 82 per cent of the 
patients was operated on within the deadline of 24 hours advocated by Dieckmann. 
There was no essential difference in the duration of pains between the two periods. 
The more active treatment of recent years might have been expected to lead to a 
relative increase in the number of patients operated on early in labor, but such an 
increase did not occur from 1946-1950. It is obviously the use of antibiotics that 
has made it possible to undertake operations on patients later in labor who could 
not previously have been subjected to them. This fact probably counterbalances 


any increase in early operations resulting from the above-mentioned trend towards 
active treatment. 


TABLE V 
Duration of Pains 


Irregular 
No Pains Pains Upto6hr 6—24hr 24—48 hr Over 48 hr 


Per Per Per Per Per Per 
Years Cases Cent Cases Cent Cases Cent Cases Cent Cases Cent Cases Cent 


1907—45 87 21.2 36 8.8 46 11.2 158 38.5 61 14.9 
1946—5O0 137 24.2 2.33.5 6.9 227 40.1 81 14.3 


1907—50 224 22.9 107 11.0 85 8.7 385 39.4 142 14.6 


From 1907-1945 there were 9 deaths among the 169 sections performed within 
six hours of onset of pains, and 6 deaths among 83 sections performed after 24 hours 
of pains. The corresponding figures for the years 1946-1950 are 2 deaths in 416 
sections and 1 in 92. The figures point to a higher mortality in the group in which 
the duration of pains exceeded Dieckmann’s critical limit of 24 hours. In the total 
series the maternal death rate was 1.9 per cent of cases with pains lasting up to six 
hours and 4 per cent of cases with pains lasting over 24 hours. 

In the present series, prolonged pains did not appear to have an adverse effect on 
the prognosis for the fetus. In the group with pains lasting over 24 hours, the 
corrected fetal mortality was 2 deaths out of 175 cases, as against 18 deaths in 801 
sections performed within 24 hours from the onset of pains. 

Rupture of the Membranes. No significant differences as to time of rupture occur 
between the two periods. The time of rupture of the membranes is of no great 
consequence to either the maternal or fetal prognosis as regards life. 


Principal Indications 


Dystocia. In the general discussion of the indications it was found that contracted 
pelves constituted the largest single indication group. Indications other than con- 
tracted pelvis have previously been more important in elderly primiparas than in 
all sections. The incidence of contracted pelvis as indication for cesarean section 
fell sharply after World War II. The trend has been the same in all parturients as 
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in elderly primiparas. However, the absolute number of sections for contracted 
pelvis greatly increased during the period under review. This must be regarded as 
clear evidence of a widening of the indications. A slight increase in the average 
pelvic measurements, which has been taking place during this time, also shows 
widening of the indications. 

Malpresentation as principal indication was present in 4.3 per cent of the series. 
Apajalahti has shown that in transverse and oblique lies, cesarean section is the 
method of choice, particularly with regard to the prognosis for the fetus, and Aschan 
and Kinnunen have recently demonstrated favorable results obtained by this pro- 
cedure. 

Breech presentation has in recent years been one of the central problems associated 
with the indications for cesarean section. In his study of series of Finnish cases, 
Rauramo came to the conclusion that fetal prognosis in breech presentation, espe- 
cially if the fetus is large, can be improved by section without undue risk to the 
mother. Terasvuori, in his series from the Maternity Hospital of Tampere, regards 
breech presentation only as a contributory indication. According to Vara, breech 
presentation appears somewhat more frequently in elderly primiparas than in the 
young. Its incidence in his series of elderly primiparas was 3.38 per cent. 

In the series under discussion, breech presentation occurred in 92 cases (excluding 
twins). It was the principal indication in 65 cases. In the years 1926-1945, labor 
was terminated by section in 12.7 per cent of the breech presentations in all elderly 
primiparas (236 cases), and from 1946-1950, in 27.0 per cent (230 cases). In the 
opinion of Ylppé this development is favorable, since in breech presentation about 
30 per cent of the infants delivered per vias naturales suffer some injury at birth. In 
primiparas aged 40 years and over, the same proportion of sections, or two-thirds, 
occurred in both periods, whereas the younger age groups showed a remarkable 
change. In the group aged 30-34 years, the incidence of section increased nearly 
fourfold, and in the 35-39 year old group, it rose to a level two and a half times that 
of the earlier period. 

Toxemia was the principal indication for section in 179 cases. Vara found that 
severe forms of toxemia are more frequent in elderly primiparas than in other par- 
turients. In the present material, toxemia occuried as follows: 14 cases of nephrop- 
athy (7 cases from 1907-1945 and 7 from 1946-1950); 139 cases of preeclampsia (53 
and 86 cases respectively), and 26 cases of eclampsia (19 and 7 cases). The 2 cases 
of eclampsia operated on in agony occurred in the earlier period. More than 1 in 5 
elderly primiparas suffers from toxemia of varying severity. The majority of the 
present cases were severe forms. In the later period the occurrence of eclampsia 
decreased considerably. 

Prolonged Labor. As stated above, the number of sections performed for uterine 
inertia and rigidity of the soft parts has greatly increased. Labor was considerably 
more protracted in the inertia and rigidity cases than in the others. In 38.0 per 
cent of these cases the duration of pains was over 24 hours (18.0 per cent in total 
series ). 

The distribution of these patients into different age groups is worthy of consider- 
ation. Forty two per cent were aged 30-34 years, 36 per cent aged 35-39 years, and 
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21 per cent were 40 years old or over. The corresponding rates for the whole series 
of cases were 45, 38, and 17 per cent, respectively. In the contracted pelvis group, 
the incidence among patients aged 40 years or over was only 12 per cent. The age 
distribution given above agrees well with the clinical picture of uterine inertia. 

Fetal Indications. Among indications associated with the elderly primipara, the 
most interesting are fetal indications. Umland points out that fetal mortality can 
be reduced to a certain minimum only by performing in good time all operations 
associated with fetal indications. 

Long-desired child. Since this is one of the crucial problems in the present study, it 
is worth while recalling some observations made by Winter (1931). He was among 
the first investigators to accept the desire for a child as an indication. However, he 
restricts the use of section to very rare and special cases in which section is justified 
and in which the genital tract is aseptic, so as to exclude all possibility of infection 
in the uterine cavity. Winter holds that the following points must be taken into 
consideration when weighing the indications in cases of the long-desired child: (1) 
the patient's age, in case it is so high that further pregnancies are unlikely; (2) un- 
explained loss of earlier infants in normal labor (this, of course, does not apply to 
primiparas ); (3) the significance of a live child to the continuation of marriage or to 
impending financial arrangements; and (4) serious maternal disease which makes 
subsequent child-bearing impossible. 

In Vara’s material, elderly primiparity, or, in fact, the long-desired child, appeared 
as the only indication for the first time in the period 1931-1935. The present series 
contains 59 cases (5.9 per cent) that can be grouped under the heading, long-desired 
child. The growing significance of this indication is seen in its rising incidence, 
which was 8.1 per cent in 1946-1950. 

In the series under review, long childless marriage and advanced age were found 
to be closely connected. In 35 cases the indication was long marriage, the average 
duration being 12 years. Age alone was regarded as a sufficient indication in 18 
cases. Cases of habitual abortion, in which the parturient, though a multigravida, 
is a primipara, are comparable to Winter's second group. The series included 5 such 
patients who had had on the average of five abortions each. Winter's third point 
applies to a primipara who had been married for 12 years and had lost her husband 
during pregnancy. In the present series there were no maternal or fetal deaths in 
sections associated with the long-desired child. 

Asphyxia. This is the most important single factor among fetal indications. As 
pointed out by Vara, there is no doubt that various uterine stimulatory drugs raise 
its incidence. The true cause of fetal asphyxia remains in most cases unexplained. 
In the present series it was possible to determine the cause in only 6 cases. Post- 
maturity occurred in association with asphyxia in 24 cases. Concerning pains in the 
asphyxia cases, it may be noted that 20 out of 74 patients were operated on before 
onset of pains. 

Acute Emergencies in Labor. In this group the number of cases associated with each 
indication is small. The indications are of such nature that their evaluation follows 
the same course in all parturients. Placenta previa and accidental A.P.H. have no 
features peculiar to the elderly primipara. 


OBSTETRICS AND GYNECOLOGY seplember 1954 


197 


Contributory Indications 


With the widening of indications for cesarean section beyond those bearing upon 
the life of the mother, combined indications have come to the fore, particularly in 
elderly primiparas (Sunde, 1948). A common observation in such cases is that a 
single factor does not justify section but a combination does, e.g. breech presentation 
in an elderly primipara with minor pelvic contraction and mild toxemia. In the 
above discussion, principal indications were treated as single factors in order to 
study the development of their evaluation. With regard to contributory indications, 
however, all additional factors noted in the case histories have been taken into 
account. Furthermore, every case of the series is, of course, associated with one 
contributory indication, elderly primiparity. 


TABLE VI 
Principal and Contributory Indications 


Sole (Principal) Combined Concributory 
Indication Indication Indication Total Indication Toral 


Contracted pelvis 144 380 
Malpresentation 11 
Breech presentation 20 
Toxemia 

Uterine inertia 

Rigidity of soft parts 

Fetal asphyxia 

Long-desired child 

Postmaturity 

Prolapsed cord 

Placenta previa 

Accidental A.P.H. 

Imminent uterine rupture 

Extragenital diseases 


Total 


Table VI lists all principal and contributory indications, a total of 1,680 cases in 
addition to the 1,000 cases of elderly primiparity. With the exclusion of the latter, 
a single indication for section occurred in 486 patients, while other contributory 
indications were found in 514 patients. The proportion of contributory indications 
was highest in cases of asphyxia and breech presentation as well as in those asso- 
ciated with the long-desired child. The lowest proportion of contributory indica- 
tions occurred in the inertia and placenta previa. 

The contributory indications do not differ from the principal ones in quality, but 
their strength and degree of significance vary. The most frequent contributory indi- 
cation in the present series was uterine inertia, which occurred in nearly one fifth 
of the total contributory indications. 
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SUMMARY AND CONCLUSIONS 


The elderly primipara as an obstetric problem has gained increasing importance in 
Finland. Virtually every fifth primipara is now an elderly one, and the children 
born of them represent about 6 per cent (1949) of all infants born alive. In the cases 
of the Women’s Clinic of the University of Helsinki from the years 1926-1950, ap- 
proximately 1 in 10 parturients was an elderly primipara, and 1,000 elderly primi- 
paras delivered by cesarean section by the end of 1950. The following conclusions 
are based on the foregoing discussion of this series. 

(1) The incidence of cesarean section has increased more in elderly primiparas than 
in all parturients. In elderly primiparas at the Women’s Clinics, cesarean section has 
in recent years been performed on 1 in 5. 

(2) In the elderly primipara duration of marriage prior to conception is of ex- 
ceedingly great clinical significance. 

(3) In the present series the corrected maternal mortality was 2.1 per cent. From 
1946-1950 it was 0.7 per cent, a lower rate than that for all primiparas at the Clinic. 

(4) Fetal mortality showed also a favorable development, though to a lesser 
degree than maternal mortality. The uncorrected fetal death rate was 4.8 per cent 
and the corrected rate 2.0 per cent. 

(5) In the indications for cesarean section, marked differences were found in the 
period 1946-1950 between elderly primiparas on one hand and young primiparas and 
all parturients on the other. 

At present, uterine inertia, fetal asphyxia, breech presentation, long-desired child, 
and rigidity of the soft parts are of special importance as indications for section in 
the elderly primipara. 

(6) In the series under review, prolonged duration of pains before cesarean section 
cannot be shown to have had an adverse effect on the prognosis for the fetus. Ma- 
ternal mortality was, however, distinctly higher among parturients in labor for over 
24 hours. 

(7) The present survey shows that the length of time of ruptured membranes does 
not affect to any appreciable degree the prognosis for the mother or child as regards 
life. 

(8) The proportion of elderly primiparas operated on for contracted pelvis has 
decreased, though the absolute number shows a substantial increase. 

(9) In association with breech presentation, delivery by cesarean section has been 
gaining added importance in the elderly primipara. 

(10) The proportion of toxemia, which occurred mostly in severe forms, was 
approximately the same in both periods. In recent years, however, the cases have 
been somewhat milder, as illustrated by the lowered incidence of eclampsia. 

(11) The incidences of uterine inertia and rigidity of the soft parts as indications 
for section have increased in elderly primiparas. These indications were more fre- 
quent in the oldest age groups than in the total series. 

(12) Among fetal indications the concept of the **long-desired child’’ has become 
an important question. In the present series the most notable factors associated 

with this indication were a long childless marriage and advanced maternal age. 


OBSTETRICS AND GYNECOLOGY seplember 1954 ° 199 


| 
> 
- 


No maternal or fetal mortality occurred in cesarean sections associated with the 
long-desired child. The largest number of sections in this group were performed for 
fetal asphyxia. 

(13) With the widening of the indications, combined indications have acquired 
added significance. A strong principal indication which alone justifies cesarean 
section may occur in association with one or several contributory indications. Fur- 
thermore, particularly in elderly primiparas, several indications, whether of equal 
or unequal significance, may occur simultaneously, none of them sufficient by itself 


to justify section but taken together strong enough to balance in favor of an oper- 
ation. 
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NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


Cardiovascular Physiology in Normal Pregnancy: Studies with the Dye Dilution 
Technique. JOHN QUINCY ADAMS, Memphis, Tenn. Am. J. Obst. & Gynec. 
67 :741—759, April 1954. 


Since there has been considerable dispute as to the nature and magnitude of the 
hemodynamic changes during pregnancy, a detailed study is timely. It is obvious 
that the physiology during normal pregnancy must be determined before pathologic 
changes can have any significance. 

The technics used in this study are entirely new and are based upon the Hamilton 
dilution principle. The method is simple, accurate, requires very little equipment, 
and can be applied clinically. With one procedure, requiring only six minutes, one 
can measure the plasma volume, blood volume, red cell volume, cardiac output, 
mean pulmonary circulation time, pulmonary or “central” blood volume, and the 
total peripheral resistance. The method is technically easier and produces less 
apprehension in the patient than any other method available for these measure- 
ments. 

An exact amount of 4 per cent Evans blue dye (approximately 20 mg.) is in- 
jected instantaneously from a calibrated syringe into the antecubital vein. Samples 
are then collected from the femoral artery at three second intervals, for 30 seconds, 
at six second intervals for 12 seconds, at 12 second intervals for 24 seconds, at 30 
seconds for 60 seconds, and at 60 seconds for three minutes, giving a total of one 
control and 19 unknown samples. 

The concentration of dye in each sample is determined and the concentration 
factor is plotted against time on semilog paper. From the time-concentration 
curve are calculated the cardiac output, plasma volume, blood volume, red cell 
volume, mean pulmonary circulation time, pulmonary blood volume, and the total 
peripheral resistance. 

The author has made 94 determinations in 31 normal pregnant women at dif- 
ferent intervals throughout gestation and the postpartum period. Eight normal 
nonpregnant women were used as controls. 

The cardiac output rises rapidly from the end of the first trimester to a maxi- 
mum at 28 weeks of gestation. This rise is 32 per cent higher than nonpregnant 
levels. There is a decrease from this point to nonpregnant levels at 38-40 weeks. 
Immediately postpartum there is another rise amounting to 29 per cent. Non- 
pregnant levels are again reached at approximately 2 weeks postpartum. 

The plasma volume increases 22 per cent, reaching this peak at 32-34 weeks of 
gestation and is sustained at that level until time of delivery, when it drops due 
to blood loss. 

The changes in mean blood pressure and total peripheral resistance are definitely 
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related. During normal pregnancy, the total peripheral resistance and mean blood 
pressure decrease, reaching the lowest levels at the point of maximum cardiac 


output. 

It was necessary to establish the normal hemodynamics in pregnancy before 
studying pathologic conditions. The comparison between the normal and ab- 
normal may effect changes in therapeutic measures. 41 references. 4 figures. 4 
tables.—Author’s abstract. 


These newer technics for determining normal and abnormal physiologic processes 
are of the greatest interest. Each one successfully developed seems to open the door to 
further investigalion of the processes of human life-—". A. S. 


PATHOLOGIC PREGNANCY 


78. Paternal Influence in Polyzygolic Births. a. G. oeTTLE, Johannesburg, South 
Africa. J. Obst. & Gynaec. Brit. Emp. 60:775-784, December 1953. 


A pedigree is described in which two brothers appeared to be able to increase 
the likelihood of dizygotic and trizygotic births by their wives. The ability seems 
to have been inherited as a dominant characteristic, with incomplete penetrance. 
Previous pedigrees in the literature confirm that this extraordinary ability is 
occasionally possessed by fathers. 

The literature dealing with polyzygotic multiple births was examined, and it was 
found that both men and women may inherit this tendency. The problem of 
ascertaining the mode of inheritance is complicated, in that the ability does not 
necessarily affect every birth (an unusual form of limited penetrance) and, since 
it involves the reproductive organs, must be sex-limited. Furthermore, where one 
sibling dies soon after conception, the multiple nature of pregnancy may be missed 
(limited expressivity), and pedigrees may be confused by naturally occurring, ran- 
dom births (phenocopies). 

The inheritance clearly involves a large number of different genes, affecting males, 
and females, with some favoring twins and others the higher grades of multiple 
pregnancy. 

The type of inheritance is usually dominant, and proof of recessive inheritance 
is lacking, though a generation may often be skipped as a result of poor penetrance 
or poor expressivity. No examples of completely sex-linked genes have been found, 
nor is there adequate proof of Y-chromosomal inheritance. Partial sex-linkage 
might explain the pedigree published by Fetscher in 1928. 

Finally, the possible mechanisms by which the father might induce dizygotic 
twins are considered. There is no evidence that the father can induce a greater 
frequency of ovulation per menstrual cycle. If polyovulation occurs more fre- 
quently than the incidence of polyzygotic multiple births might lead one to expect, 
then any paternal ability which tends to increase the chance of fertilization should 
tend to increase the frequency of multiple births (Davenport). Increased duration 
of the fertile life of the sperm is suggested as one such explanation. 43 references. 
2 figures.—Author’s abstract. 
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79. Placental Globulin Skin Sensitivity, with Special Reference to Toxemias of 
Pregnancy. BERNARD LAPAN AND IRVING ALFRED SHEY, New York, N. Y. 
Am. J. Obst. & Gynec. 67 :528-541, March 1954. 


This study was undertaken to determine whether or not there is cutaneous 
sensitivity in pregnant and nonpregnant women to the placental proteins of pre- 
eclampsia. 

The placental globulin extracted from a toxemic placenta showed 43 per cent 
positive skin reactions in 187 patients. Commercial placental immune gamma 
globulin was used as a control material. In cases of preeclampsia and eclampsia, 
the toxemic globulin extract gave 83 per cent positive reactions while the immune 
globulin extract gave 7 per cent positive reactions. 

The sensitivity to toxemic placental globulin was 67 per cent in cases of nulli- 
gravidas and 88 per cent in nonpregnant gravidas. The percentage dropped to 29 
in uncomplicated antepartum patients. As pregnancy progressed to term, the 
positive reactions to toxemic placental globulin increased: 17 per cent in the second 
trimester and 34 per cent in the third trimester. At 7 months, there were 22 per 
cent positives, at 8 months, 29 per cent and at 9 months, 45 per cent positive re- 
actions to toxemic globulin The toxemia cases showed 70, 82, and 81 per cent 
positive reactions at 7, 8, and 9 months respectively when tested with toxemic 
globulin. 

The authors postulate an increased sensitivity during toxemia to placental tox- 
emic globulin, or a failure of normal immunologic, enzymatic or endocrine mech- 
anisms. The general aspects of allergic processes during pregnancy are discussed. 
17 references. 11 tables.—Author’s abstract. 


ECTOPIC PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


80. Interstitial Pregnancy; Report of Four Cases. GEORGE E. JUDD, NINO FERRERO, 
Los Angeles, Cal. West. J. Surg. 62:136-152, March 1954. 


True interstitial pregnancy is the rarest of all ectopic gestations, comprising 
.65 per cent to 2 per cent of the total number. To fulfill the criteria of interstitial 
pregnancy the specimen should show: (1) the presence of fetal elements; (2) the 
uterine muscle surrounding the gestational sac; (3) no connection with the uterine 
‘avity unless there is evidence of rupture of the sac into the uterine cavity; (4) no 
involvement of the isthmus of the tube; (5) an absence of true decidua lining the 
gestational sac. 

Three types of interstitial pregnancy occur, according to the classification of 
Erna Glaesmer: 

(1) The ovum develops in the fundus muscularis. 

(2) The ovum develops either anteriorly or posteriorly in the side wall of the 
uterus. 

(3) The ovum develops towards the isthmus of the tube. 

The pathology of interstitial pregnancy has been well recorded by Litzenberg 
and Mathieu and Wilson. They found that the mucosa of the interstitial portion 
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of the tube would break when the tube was distended from its normal diameter of 
| mm. to 4.0mm. This allows the trophoblast to erode into the surrounding uter- 
ine musculature where a blood supply is developed. This erosion into the muscu- 
lature occurs perhaps about the twelfth day of gestation. The growing pregnancy 
mass then develops to the limits of the distensibility of the surrounding muscu- 
lature until rupture occurs. This is often after the tenth week, usually around 
the fourteenth week, and rarely has gone on to term before rupture. Some inter- 
stitial pregnancies occur with early death of the fetus and either heal spontaneously 
or show only small abortive gestational masses. 

It is important to recognize that late interstitial pregnancy can be confused with 
rupture of the uterus and carries with it the same extreme danger that uterine 
rupture does. 

Treatment requires immediate surgical intervention as soon as the patient’s 
condition warrants. Ample amounts of blood are given to replace the intra-abdom- 
inal hemorrhage and may easily be 2000 to 3000 cc. 

In the past, the surgical treatment has been hysterectomy. It is now suggested 
that, after mechanical removal of the fetus and the adherent placenta, packing of 
the cavity with gelfoam or oxycel, plus adequate repair, should save a valuable 
uterus. 

Reports of 4 cases with fetuses of 11.5, 19.5, 20.0 and 24 ems in length are in- 
cluded in this presentation. These 4 cases represent the 3 types of the Glaesmer 
classification. No maternal mortality was present in the series. 20 references. 
15 figures.—Author’s abstract. 


Studies of interstitial and cornual pregnancy are always fascinating. Nol too in- 
frequently the pregnancy eventually develops inside the uterine cavity, and is no longer 
interstitial. Generally speaking, however, there is violent ruplure, with a tremendous 
hemorrhage literally blowing out the uterine cornua. The authors’ analysis of the loca- 
lion and development of interstitial pregnancy is accurate and interesting.—E. A. S. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


81. The Lateral Pelvic Roentgenogram; Its Practical Application. 3. BAY JACOBS, 
Washington, D. C. Obst. & Gynec. 2:562—574, December 1953. 


Reference is made to the “obstetric inclinometer” which the author devised for 
the purpose of measuring the true conjugate diameter accurately and for con- 
structing a pelvigram which represents a sagittal view of the pelvis. He has found 
that Smellie’s rule for determining the length of the true conjugate was unreliable 
in about 90 per cent of cases, since there is no constant relationship between the 
diagonal and true conjugates. By using the “inclinometer,” he has been able to 
ascertain the inclination of the pelvis and to show that the Walcher position causes 
a variable increase in the length of the true conjugate, while in the exaggerated 
lithotomy position there is an increase in length of the conjugate of the outlet. 


To check upon observations thus made, a technic of anteroposterior roentgen- 
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ography was developed. It was soon found, however, that the lateral roentgen- 
ogram was easier to take and yielded more information of value. Soon thereafter 
he developed a lateral technic for the standing posture which has been found most 
reliable; this method has received broad acceptance. The technic is illustrated 
and the many advantages enumerated. 

The common as well as unusual architectural features of the female pelvis are 
described, as well as the mechanical factors affecting the means of engagement of 
the fetal skull. Reference is also made to prognosis in cases where the inlet, mid- 
pelvis, or outlet are of borderline size. 

He believes that a lateral pelvic roentgenogram in the standing posture should 
be made in all primiparas with a diagonal conjugate of 11.5 cm. or less, and all 
multiparas in whom the diagonal conjugate measures 11 cm. or less. The optimum 
time for this study is two weeks before term. 

Through inspection of several thousand lateral pelvic roentgenograms of women 
near term it was noted that the biparietal diameter tends to enter the true con- 
jugate in two out of three cases. This incidence apparently is not affected by the 
morphologic classification of the pelvis. 

From the size of the biparietal diameter, the probable date of confinement as 
well as the trend toward weight at birth is ascertained. Reference to the graph 
developed by the author, readily shows the probable number of days between time 
of x-ray and delivery, as well as birth weight. The graph comprises facts obtained 
from a study of 761 cases that were x-rayed in late pregnancy and were allowed to 
start in labor spontaneously. Such information, together with other clinical find- 
ings that are enumerated in the article, is of practical value in determining whether 
or when labor should be terminated in certain doubtful cases where induction of 
labor or elective cesarean section is being considered. 11 references. 13 figures. 
—Author’s abstract. 


This is another searching article by Dr. Jacobs who has given us so much information 
about the measurements of the pelvic cavity and the mechanism of labor. His statement 
as to the value of erect position lateral x-ray of the pelvis shortly before term is easily 
corroborated by anyone wishing lo observe the relationships shown in this view. It is 
agreed that the biparietal diameter of the fetus enters the true conjugate in many in- 


slances and that internal rotation and flerion do nol take place until labor is established. 
—E. A. S. 


82. An Electronic Method for Intra-Uterine Measurements of Pressure During 
Labour. A. INGELMAN-SUNDBERG, L. LINDGREN AND T. LJUNGSTROM. J. Obst. 
& Gynaec. Brit. Emp. 60:321-324, 1953. 


The pressure between the fetal membranes and the uterine wall is recorded in 
the corpus, the lower uterine segment and in the cervix, using strain gauges con- 
nected to an AC bridge. The pressures recorded by our method simultaneously 
are different in different parts of the uterus. This fact is not yet clearly under- 
stood, but probably reproduces the motility of the uterus. A study of the pressure 
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curves and their pattern may give an explanation of the mechanism of labor, and 
is being carried out by one of the authors (Lindgren).—Author’s abstract. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


83. The Problem of the Large Fetus. JAMES A. SYLVESTER, Oakland, Cal. Am. 
J. Obst. & Gynec. 67 :342-348, February 1954. 


During the period from April, 1949-November, 1952, there were 8777 deliveries 
at the U. S. Naval Hospital, Oakland, Cal. of which 462 (5.3 per cent) weighed 
4082 Gm. (9 lbs.) or more. This weight was chosen arbitrarily as the lower limit 
of excessive fetal size. The following factors were analyzed: 

Valernal age—of no apparent significance. 

Valernal Race—There were fewer Negroes than in the overall clinic incidence. 

Parily—30 per cent of the series were primiparas. The general incidence of 
primiparity during this period was 46 per cent. Of the children previously born to 
the multiparas, 24.7 per cent were of excessive size. 

Diabetes Mellitus—There were no diabetics in this group. 

Prenatal Weight Gain—40 per cent gained over 25 lbs., and 29 per cent over 30 
lbs. Although there is a slight correlation between maternal weight gain and fetal 
size, it is not a dominant factor in this series. Original maternal weight has no 
discernible relation to fetal size. 

Height of Mother—There is no visible correlation with fetal size. 

Duration of Pregnancy—23 per cent of the women were more than 14 days beyond 
EDC, as opposed to the generally accepted normal of 6 per cent. Nevertheless, 
“postmaturity” cannot be interpreted as a major factor in the causation of ex- 
cessive fetal size. 

Complications of Pregnancy—The incidence of toxemia was 5 per cent, approxi- 
mately the same as that of the entire clinic. 

Duration of Labor—The duration of the first stage was not affected. The second 
stage was greater than two hours in 23 per cent of primiparas, and greater than 
three hours in 9 per cent. Only 24% per cent of multiparas had a second stage 
greater than two hours. 

Laceralions—As expected there was a higher than average incidence of lacera- 
tions. Six per cent of the primiparas had third degree lacerations. Many of the 
lacerations in multiparas could have been avoided by adequate episiotomies. 

Hemorrhage, Third Stage—No significant increase in third stage hemorrhage was 
noted. 

Ser of Infant—68.9 per cent of the infants were males. 

Fetal Injuries—There were only three nonfatal injuries—2 fractured clavicles, 
and | transient facial palsy. 

Presentation, and Method of Delivery—98.2 per cent were vertex presentations. 
There were 7 midforceps (1.6 per cent), as compared to a general midforceps inci- 
dence of 0.7 per cent, but this is still quite low. Only 3 cesarean sections were 
performed. 
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Mortality—There were two fetal (0.45 per cent), and no maternal deaths. Dur- 
ing this same period, the fetal mortality of all deliveries at term was 0.78 per cent. 
Both deaths occurred in breech extractions. An analysis of the 8 breech deliveries 
reveals 3 breech extractions and 5 assisted breech. The deaths both occurred in 
extractions on primiparas who had ceased to make progress in the second stage. 
Breech extraction is highly traumatic to the large infant, and should not be under- 
taken without clear indications, especially in the primipara. X-ray pelvimetry 
should be obtained on all primiparas with breech presentations, and those with 
any evidence of cephalopelvic disproportion should undergo elective cesarean 
section. Patients permitted to go into labor with large infants in breech presenta- 
tion must be watched very closely. Cesarean section is indicated in those who are 
not making progress in descent during labor. 11 references. 10 tables.—Author’s 
abstract. 


This interesting study demonsirates thai the problems of the large fetus is nol nor- 
mallya serious one. The fact thal cnly 7 midforceps operations,and 2 cesarean sections 
were found necessary in the series speaks for itself. Curiously, while the authors 
describe the height of the mother in evaluating these cases they do not mention the size 
of the father.—E. A. S. 


84. The Vaginal Smear as a Guide to Prognosis and Treatment in Threatened 
Abortion. J. R. PIERCE AND H. B. CopE, Virginia, Minn. Am. J. Obst. & 
Gynec. 67:A7-51, January 1954. 


Evidence is presented to show that changes in endocrine stimulation in early 
pregnancy are manifested in the vaginal smear. 


Smears from the vaginal portion of the anterior cervix were collected in a total 
of 300 patients in the first four months of pregnancy. All slides were evaluated as 
unknowns, then compared with the patients’ records. 

The authors found that most of the smears contained a great predominance of 
epithelial cells which tend to be smaller than the typical cornified cell of the vaginal 
epithelium. They tend to be basophilic; their edges are more distinct and are 
rolled; and their nuclei are Jarger and more vesicular. These cells were termed 
a “normal early pregnancy smear.’ A minority of smears contained over 30 per 
cent mature cells. These cells correspond to the cells produced by estrogen stimula- 
tion in the absence of progesterone. The investigators call this type of smear 
estrogenic. 


There were 20 abortions, of which 18 were evaluated. In 12 patients the smears 
contained 30 per cent or more mature cells; 10 of those had 40 per cent or more 
mature cells. The remaining 6 had normal smears. Of 26 threatened abortions 
(all delivered after normal-term pregnancies), 8 patients had abnormal smears 
while 18 had normal smears. Estrogenic smears in patients who bleed during the 
first four months of pregnancy, the authors state, may indicate an abnormal 
decidua or placenta. 


Assuming that the type of cells in a vaginal smear depend upon hormonal influ- 
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ence, the authors postulate: If bleeding occurs during the first four months of 
pregnancy, a smear showing large numbers of mature or estrogenic cells seems to 
indicate abortion sometime in the future. An estrogenic smear without bleeding 
does not appear to carry the same prognosis. If bleeding occurs in the first four 
months, a smear which is normal for early pregnancy indicates a favorable diag- 
nosis. 17 references. 5 figures. 1 table. 


These are important observations, bul a little difficult to evaluate.—E. A. S. 


85. Cervical Incisions in Obstetrics. TOMMY N. EVANS AND RICHARD W. STANDER, 
Ann Arbor, Mich. Am. J. Obst. & Gynec. 67:322-329, February 1954. 


Incisions of the cervix to facilitate termination of certain complicated labors 
should play a definite but limited role in the practice of obstetrics. 

During a 17 year period at the University of Michigan Hospital, incisions of the 
cervix to complete the first stage of labor were carried out in only 84, or 0.66 per 
cent, of a total of 12,760 deliveries. 

There was seldom a single indication for this procedure. The indications, usually 
in combination, consisted of prolonged labor, arrest of progress, depressed fetal 
heart tones, prolapse of the umbilical cord, intrapartum bleeding, and maternal 
disease. Prolonged labor (60.72 per cent) and persistent occipitoposterior positions 
(32.1 per cent) contributed to the majority of complications indicating cervical 
incisions. Cephalopelvic disproportion was considered a contraindication. 


The optimum conditions under which incisions may be performed are: (1) com- 
plete effacement of the cervix; (2) ruptured membranes; (3) more than 5 cm. 
cervical dilatation; (4) the presenting part at a station below the level of the ischial 
spines; and (5) an adequate maternal pelvis. 


In most instances a cervical incision was made at 10, 2 and 6 o'clock. Although 
3 incisions are usually preferable, 1 or 2 incisions may suffice, depending upon the 
station and degree of dilatation. 

In 38 (46 per cent) manual or forceps rotation of the fetal head was carried out 
following cervical incisions. The types of delivery were: (1) low forceps—53 (61.6 
per cent); (2) midforceps—28 (32.6 per cent); (3) high forceps—1 (1.2 per cent); 
and (4) breech extractions—4 (4.6 per cent). 

Postpartum hemorrhage, largely due to an atonic uterus after prolonged labor, 
occurred in 15 (17.9 per cent). Maternal morbidity occurred in 17 (20.2 per cent). 
There were no maternal! deaths. 

Fetal salvage was 95.35 per cent. Causes of the 4 fetal deaths were: infection 
(2), preeclampsia (1) and maternal hemorrhage (1). 5 references. 15 tables.— 
Author's abstract. 


The 0.06 cervical incisions lo facilitate dilatation is a definile expression of intelli- 
gent management of labor. The indication for the procedure set forth by the authors 
is sound and the results excellent.—E. A. S. 
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PATHOLOGY OF NEWBORN 


86. Effects of Maternal Toricosis on the Adrenal Glands of the Foetus. G. BARTOL- 
oMEI, Padova, Italy. Rivista Italiana Di Ginecologia, 36:Fasc. 4, 269-307. 
1953. 


The adrenal glands of 3 groups of fetuses were studied. The first group included 
fetuses of mothers affected by gestational toxicosis (15 cases). In the second 
group were fetuses of normal mothers (10 cases), and the third group included 
fetuses of normal mothers giving birth for the second time (15 cases). 

In affected mothers, macroscopic alterations (increese of weight and volume) 
were noticed. Parenchymal hyperplasia and hypertrophy, congestion, hemorrhage, 
and increase of endocellular fuchsinophil granules were also observed. 

These factors express a functional hyperactivity of the gland in response to the 
abnormal stimuli of the maternal toxicosis. 

The vascular alterations, quite frequent in these cases, are not to be considered 
specific lesions, since toxicosis is the predisposing but not the determining factor 
of the parenchymal and functional modifications. 

The data do not allow us to admit the existence of an effective repercussion of 
the toxic state of the mother upon the fetal adrenal gland. 

The modifications observed constitute a specific reaction to the pathologic state 
of the mother. This reaction should be considered a hyperactivity of the adrenal 
gland of the fetus. 

The anatomic and pathologic mechanism of the fetal adrenal gland remains 
still unknown. 53 references. 8 figures. 5 tables. 


87. Convulsive Seizures in Infants with Pyridorine-Deficient Diel. DAviD B. 
courstn, Lancaster, Pa. J.A.M.A. 154:406-408, Jan. 30, 1954. 


During the period from 1951-53, a study was made of 54 infants (age 2 weeks. 
to 4 months) demonstrating a syndrome of hyperirritability, abdominal distress, 
and convulsive seizure. These patients all had been fed a diet made up exclu- 
sively of a liquid S-M-A preparation that subsequently was shown to be deficient 
in vitamin B,. The destruction of the vitamin Bg, in this product had resulted 
from the use of a new heat sterilizing technic that had reduced it to 60 yg. /liter. 
This situation was corrected in 1953 with the addition of 400 yg./L. to the formula. 

Clinical observations and electroencephalographic tracings were found to be the 
most valuable means of evaluating these cases. A definite relationship was estab- 
lished when the syndrome was corrected by adding vitamin B, to the diet of dis- 
turbed infants maintained on the SMA feeding. This therapy resulted in the 
complete disappearance of symptoms, with no exacerbations. One case was par- 
ticularly interesting in that the patient went into status epilepticus of a severe 
degree, with continuous seizures and cyanosis. Intramuscular injection of 100 mg. 
of vitamin B, caused a definite change in the grossly abnormal electroencephalo- 
graphic tracing and clinical picture. Within one minute EEG changes visibly 
improved, followed by normal sleep and relaxation within five minutes. 
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This study has been most significant in clearly demonstrating the importance 
of vitamin B, in infant metabolism. It will no doubt be necessary to evaluate the 
vitamin B, content of the numerous commercial milks, foods, and vitamins to be 
certain that infant diets will be assured of an adequate intake of the vitamin. 
9 references. 2 figures.—Author’s abstract. 


88. The Infants of Diabetic Mothers. 8. 8. CARDELL, London, England. J. Obst. 
& Gynaec. Brit. Emp. 60:834-853, December 1953. 

This study is based upon autopsy material from the following groups of cases: 
(1) 25 infants of diabetic mothers; (2) 64 infants of nondiabetic mothers and (3) 
21 fetuses, including 5 from diabetic mothers, of less than 28 weeks’ gestational age. 
The findings are compared with those recorded in the literature. 

The infants of diabetic mothers show a number of abnormal features. They are 
larger than normal and the increase in weight is proportionate to the increase in 
length. Edema accounts for only a small part of these infants’ increase in weight. 
Bone structure and ossification are normal. There is some evidence that the 
increase in size occurs in the later part of intrauterine life. Despite their large 
size, many of these infants are premature and their kidneys show immature glo- 
meruli. With a few exceptions, organ weight is proportional to body weight. In 
a small number of cases, there is significant cardiac enlargement, due only in part 
to an increase of muscle glycogen. In most cases the brain is small. 

Resorption atelectasis with hyaline membrane formation is a common finding in 
the live-born infant. The liver and spleen show an increased degree of hemopoiesis 
but there is no increased hemosiderosis. The pancreas frequently shows an in- 
crease in amount of islet tissue largely due to an increase of 8 cells, and there is a 
significant correlation between the amount of pancreatic islet tissue and body 
weight. The adrenal, pituitary and thyroid glands and the testes show no ab- 
normality. There appears to be a significant increase in the incidence of follicular 
ovarian cysts with luteinisation of the theca interna. Infants whose mothers 
receive hormone therapy during pregnancy occasionally show genital abnormalities. 
The placenta shows no significant change, apart from an increase in size. An in- 
creased incidence of congenital abnormalities was not noted in the present series. 

The cause of the high fetal mortality and the abnormalities in the infants of 
diabetic mothers is unknown. Responsibility of overactivity of the maternal an- 
. terior pituitary gland is an attractive theory, but it is not yet supported by ade- 
quate evidence. Possibly genetic factors play some part. 60 references. 16 
figures. 2 tables.—Author’s abstract. 


89. Infants Delivered by Cesarean Section; A Re-evaluation afler Ten Years of 

Some Problems Found in Infants Delivered by Cesarean Section. ALLAN BLOX- 

som, Houston, Texas. Am. J. Obst. & Gynec. 66:1172—1177, December 1953. 

An analysis of 100 infants consecutively born by cesarean section revealed that 

the duration or lack of pressures developed during labor had an important influence 

on whether the infant would or would not develop later difficulty after delivery by 
cesarean section. 7 references. 9 tables.—Author’s abstract. 
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THE MENSTRUAL CYCLE 


90. Third Generation Follow-Up of Women Treated by X-ray Therapy for Menstrual 
Dysfunction and Sterility Twenty-Eight Years Ago, with Detailed Histories of 
the Grandchildren Born to These Women. RA I. KAPLAN, New York, N. Y. 
Am. J. Obst. & Gynec. 67 :484—490, March 1954. 


This report covers the period from 1925 to 1953 in which 660 married females 
were treated by x-ray irradiation to the ovaries and pituitary for sterility. The 
exact action of x-rays in the relief of female sterility is not known, but the acti- 
vating effect is believed to produce a change from an anovulatory to an ovulatory 
condition, thus promoting the possibility of pregnancy. The various suppositions 
as to the workings of irradiation are listed, and the types of cases treated are 
described. Treatment of unmarried girls for amenorrhea has not proved detri- 
mental, and subsequent marriages have been fruitful. (Because of space limitations 
detailed histories of patients treated were not included.) 

As to genetic effects, on the basis of his study of the cases treated, their offspring, 
and children of these offspring, the author states definitely that no demonstrable 
ill effects have been noted in any case. No one has been able definitely to dem- 
onstrate genetic injuries comparable to those noted in experimental animals fol- 
lowing irradiation in the progeny of properly, therapeutically irradiated women. 

A long waiting period of 20 years elapsed before a third generation offspring was 
observable. The marriage of 20 children of previously irradiated mothers, treated 
20 or more years before, and the record of 14 normal grandchildren of these women 
are noted. Detailed histories of these cases are given. 

Of the women treated, 270 were traced. They had definitely become pregnant 
following therapy and have borne 347 normal children, of whom 20 have married 
and already have produced 14 grandchildren. All children and grandchildren are 
normal in every respect. The results, therefore, definitely prove that irradiation, 
when properly used, is harmless to the treated women and to their progeny’s 
offspring, and no adverse genetic effects are noticeable in either the second or third 
generation of such irradiation. 11 references.—Author’s abstract. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


91. Relationship of Endometrial Hyperplasia and Adenocarcinoma of the Uterine 
Fundus. EDMUND R. NOVAK, Baltimore, Md. J.A.M.A. 154:217-220, Jan. 
16, 1954. 


There has been considerable discussion recently regarding the possible relation- 
ships of endometrial hyperplasia and adenocarcinoma of the fundus. It is important 
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to note that hyperplasia may be found either in the menstrual or postmenopausal 
era, and that either variety may occur spontaneously or as a sequel to exogenous 
estrogens. 

Pathologically, typical simple hyperplasia is no problem from a diagnostic 
standpoint, but more proliferative forms occur in which the resemblance to adeno- 
carcinoma is striking. These histologic patterns may occur spontaneously or as a 
sequel to enthusiastic estrogen therapy, and in some instances one is hard pressed 
to be certain that the lesion is not malignant. 

Estrogen has always been under suspicion as a carcinogen, and the various 
factors possibly relating to its importance in the evolution of fundal cancer are 
discussed. Since endometrial adenocarcinoma is characteristically a postmeno- 
pausal disease, the source of estrogen is obscure, but even an atrophic postclimac- 
teric ovary is not above suspicion. 

Postmenopausal hyperplasia and endometrial cancer have many similarities in 
regard to medical history, age, body types, etc., of afflicted women. Indeed, one 
gets the impression that adenocarcinoma may be only an exaggerated and ad- 
vanced, but not inevitable, form of a proliferative hyperplasia. Since certain 
histologic patterns indistinguishable from genuine cancer seem to regress with 
minimal treatment, we object to the use of the term adenocarcinoma in silu for 
proliferative adenomatous hyperplasia. Treatment must be individualized but if 
curettage repeatedly shows significant degrees of postmenopausal hyperplasia, or 
any marked degree of proliferative tendencies, hysterectomy without previous 
irradiation is the safest form of treatment.—Author’s abstract. 


92. The Prognosis of Carcinoma of the Cervix Uteri by Vaginal Smear; A Prelimi- 
nary Report. CRAWFORD B. SHIER, Toronto, Ontario. Am. J. Obst. & Gynec. 
67 :286-292, February 1954. 


An effort to repeat the work of Graham of Boston is being carried out at the 
Ontario Institute of Radiotherapy, Toronto General Hospital. As a preliminary 
report, results and followup studies were published on 38 patients with stage I and 
early stage II cancer of cervix uteri who have undergone radium and 400 k. v. x-ray 
therapy and who have been followed for at least 3 years. Vaginal smears, taken 
frequently during therapy, were read and screened in each case. Changes in be- 
nign vaginal cells were recorded in each case (according to Graham), giving survival 
rates of 59 per cent and 17 per cent in the good and poor response groups respec- 
tively. Because Maloney had previously found a poor prognosis in those cases with 
persistent malignant cells in the smears during therapy, the presence of such cells 
was also noted by the author. This improved the accuracy of prognosis consider- 
ably, with survival of 85 per cent in the good response group and survival of only 
9 per cent in the poor response group. A study of only the smears following initial 
radium therapy had no prognostic value. It is believed that the results of this 
preliminary report justify the continuance of this study with a large series of cases 
and a five year followup. The work of Glucksmann and Spear in the value of 
biopsies following initial radium therapy will also be pursued at the same time, but 
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thus far, an insufficient number of cases |. :ve been followed. 18 references. 8 
figures. 3 tables.—Author’s abstract. 


93. The Sites of Metastasis in Carcinoma of the Cervir. RUSSELL R. DE ALVAREZ, 
Seattle, Washington. West. J. Surg. 61:623-627, November 1953. 


The authors feel that routine evaluation of all patients with cervical cancer 
should include complete history, physical, pelvic, and rectal examination, and 
minimal laboratory investigation. Such minimal laboratory work should include 
determinations of the alkali reserve and the blood urea nitrogen as reflections of 
ureteral obstruction. Radiologic investigation should include examination of the 
chest, spine, long bones, and barium enema. Evidence of extensive local spread, 
not within the reach of the examining finger, will often be reflected by pyelography. 
10 references. 4 figures. 2 tables.—Author’s abstract. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


94. Clinical Management of Non-malignant Cystic Tumors of the Ovary. JOSEPH 
A. HEPP AND JOHN E. WEBER, Pittsburgh, Pa. Obst. & Gynec. 2:642-646, 
December 1953. 


Preservation of ovarian tissue is essential and desirable. This implies unilateral 
oophorectomy or ovarian resection with preservation of the other ovary when 
neoplasms are benign. The clinical management of patients with benign ovarian 
tumors brings up many controversial points. Ovarian pain is not generally a 
reliable surgical symptom, since the pain is often located in other structures. 

Non-neoplastic cysts of the ovary are essentially physiologic and often self 
limited, and they disappear in several months. 

Indications for surgery of the ovary: tubo-ovarian abscesses and acute hemor- 
rhage from the ovary. Benign neoplasms, either solid or cystic, should be treated 
by unilateral or bilateral oophorectomy, according to the patient’s age and cir- 
cumstances. Certainly individualization is mandatory. 

If a benign ovarian cyst is present in one ovary, the other ovary should be bi- 
sected, and in this way a bilateral tumor may be removed. All ovarian tumors 
should be removed and inspected at the operating room table immediately upon 
removal. Decision as regards the handling of serous papillary cystadenoma is 
difficult because of the malignancy potential, and the high actual incidence of 
malignant change in this type of ovarian tumor. Endometriomas, in our opinion, 
can often be treated by resection. The surgeon must distinguish between a choco- 
late cyst which is an endometrial cyst, and a chocolate cyst which is the result of 
hemorrhage into the follicle. 


This report deals with 256 benign ovarian tumors: serous cystadenomas; pseudo- 
mucinous cystadenomas; and dermoid cysts. By studying these benign tumors in 
the laboratory, we have learned that the entire ovary is not always destroyed by 
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the neoplastic process. In reviewing the 256 tumors, we found a corpus luteum 
in 31. This is not unusual because oogenesis and ovulation may occur in small 
portions of an ovary. 

There should be conservation of ovarian tissue in the premenstrual woman at 
the time of hysterectomy for benign disease. There is definite evidence of ovarian 
function after hysterectomy. Although these patients may have vasomotor dis- 
turbances, they are usually much milder and of shorter duration than if all ovarian 
tissue had been removed. We have seen ovulation occur as late as 12 years after 
hysterectomy. 

In dealing with ovarian neoplasms the operator must recognize the gross path- 
ologic conditions present so that he may distinguish the tumors which belong to 
the resectionable group. In this way the patient will be treated properly, without 
needless sacrifice of pelvic organs. 8 references. 2 tables.—Author’s abstract. 


95. Development, Occurrence, Function and Pathology of the Rete Ovarii. HANNES 
SAURAMO, Joensuu, Finland. Acta obst. et gynec. Scandinay. 33:29-42, 
1954. 


Material discussed consists of 60 pairs of ovaries, from the embryonic period to 
the age of 74 years; the majority were studied on the basis of complete serial 
sections. Reteblastem is clearly recognizable in a 2 cm. embryo and is evidently of 
mesenchymal origin at the hilus. In a fetus of 12.5 cm., the rete ovarii shows 
distinct lumen formation. In the fetal period the rete is strongly developed. At 
the 21 cm. stage, primordial ova have disappeared from the area of the rete. After 
birth and throughout childhood up to puberty the rete is weak. During the fertile 
period, in pregnancy, and in old age the rete varies greatly in different individuals. 
It is also now regularly present. The epithelium also varies in appearance. Meta- 
plasia of the epithelium, solid areas, and cysts are frequent. Adenomatous growth 
may appear. 

The rete ovarii may be considered an ontogenetic male remnant with no func- 
tional importance in the female. Its importance lies in the changes that may 
occur in it; these are of a pathologic nature or clearly pathologic. Pathology of 
the rete ovarii, on the basis of the material studied, includes epithelial changes, 
cysts, hyperplastic and adenomatous changes; arrhenoblastoma should also be 
placed in the same class. 58 references. 11 figures.—Author’s abstract. 


OPERATIVE GYNECOLOGY 


96. The Low Transverse Muscle-Culling Incision in Gynecological Surgery. GERALD 
s. WILLIAMS, Louisville, Ky. Am. J. Obst. & Gynec. 67:398-406, February 
1954. 


The great French obstetrician Baudelocque was the first to describe a transverse 
incision of any type in 1832. He advocated its use in the lower abdomen for 
cesarean section. However, Pfannenstiel in 1900 was the first to popularize its 
use in pelvic surgery. His incision has been favored by many gynecologists, but 
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some claim it does not provide sufficient exposure. In 1907 Maylard advocated 
the transverse incision for all abdominal surgery and stated that transverse in- 
cisions “afford more room for the treatment of pelvic disease.” His incision differs 
from the Pfannenstiel incision in that all the layers of the abdominal wall, from 
the skin to the peritoneum, are divided in the transverse plane. 

The author has employed, and advocates, the original Maylard incision: i.e., 
transverse incision of all layers, including the rectus muscles. The incision is 
closed layer by layer except for suture of the rectus muscle, which is not only 
difficult and unsatisfactory, but entirely unnecessary. When the anterior rectus 
sheath is approximated, the edges of the muscle will be in close proximity and 
healing occurs without defect or functional impairment. 

Ninety-six cases of low transverse abdominal incisions of the Maylard type per- 
formed by the Gynecological Service of the Louisville General Hospital during the 
years 1951 and 1952 were reviewed. The procedure most frequently performed 
was total hysterectomy (79 cases). This incision was found to offer the following. 
clinical advantages: (1) better exposure; (2) easier closure; (3) a stronger wound 
as evidenced by fewer hernias; (4) less incisional pain; (5) lower morbidity and 
mortality, and (6) better cosmetic results. Kecoguition of these several advan- 
tages accounts for its increasing popularity at this institution. The one disad- 
vantage is that it takes more time to enter the peritoneal cavity. 

Except for the emergency laparotomy, such as ruptured ectopic pregnancy, the 
transverse incision is the most logical approach to pelvic pathology and should be 
used more frequently by the gynecologic surgeon. 16 references. 6 tables.— 
Author's abstract. 


STERILITY AND FERTILITY 


97. New Coloration Methods for the Discrimination Belween Live and Dead Sperma- 
lozoa. T. BONADONNA, Milan, Italy. 78:589-594. September, 1953. 


In practicing artificial fertilization, and examining ejaculations in order to estab- 
lish seminal activity, it is necessary to know the proportion between the spermal 
elements which are alive and those which are not. Moreover, it is necessary to 
establish the percentage of spermatozoa supposedly alive at the time of the analysis, 
and therefore probably fertile. 

Of the many methods of coloration used, very few are recommended, since the 
majority of them are detrimental to the ejaculation. 

The metachrome yellow and the victoria blue methods present noticeable ad- 
vantages of simplicity and speed. By such methods the presence of abnormal 
spermal forms and the integrity of the galea capitis can be easily established. 

The substance is carefully diluted (1:10) with a normal physiologic solution of 
equal temperature. In freshly collected material, the spermatozoa will distribute 
themselves equally in the solution; this does not occur in old material, nor when the 
spermatozoa are dead. The preparation of the smear should be carried out with 
the same care, and the slide should then be kept in a vertical position until com- 
pletely dry. 
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A saturated aqueous solution is colored with metachrome yellow. The addition 
of | per cent eosin is not essential. The coloration time is: 3 minutes for human 
and equine sperm; | minute for bovine sperm; and 2 minutes for swine sperm. 

The eosin-metachrome yellow mixture maintains its coloring capacity for a 
short time and should be filtered before use. The preparation should be rinsed 
carefully in running water. 

A 15 to 30 second victoria blue countercoloration is performed immediately (one 
drop of a saturated methyl alcohol solution in 5 cc. of distilled water). The prepa- 
ration should be rinsed repeatedly and the slide placed horizontally to dry. 

The carbolic nigrosine and carbofuxine methods are commendable for the galea 
capitis of the spermatozoa. The dry smear, fixed with a brief exposure to flame, 
should be placed for 30-60 seconds in a warm (30-35 C.) saturated solution of 
nigrosine, to which 5 per cent carbolic acid is added through boiling. After ac- 
curate rinsing, countercoloration, with a 5 per cent carbofuxine aqueous solution, 
is performed. After more rinsing, when dry, the slide is ready for observation. 

Colorless cells are considered to be alive and colored ones dead. The galea 
capitis of normal spermatozoa will remain attached to the head, whereas abnormal 
spermatozoa will lose it. 

Several controversial results have been obtained by these methods, but the bio- 
chemical variations of the sperm, the diverse chromatic sensitivity and permea- 
bility of the cells, and the supposedly wrong technics used are to be blamed. 

Bromophenol blue has sometimes been substituted for eosin. In this case the 
image will be clearer, toxic effects upon live cells slower, and the protoplasmic 
drop, when it exists, can be identified. 11 references. 14 figures. 


ENDOMETRIOSIS 


98. The Treatment of External Endometriosis. RnoGeR B. scort, Cleveland, O. 
Pennsylvania M. J. 57:121-124, February 1954. 


The following points are made in this paper. 

(1) Surgery is the recommended treatment for external endometriosis. 

(2) Surgery on the basis of symptoms alone without palpatory evidence is not 
justified. 

(3) Many patients with endometriosis by examination, but with minimal find- 
ings, may be carefully followed without any treatment except the advice, “you had 
better plar to have your family now.” 

(4) Conservative treatment is the aim whenever possible. This form of treat- 
ment has recently supplanted the previous recommended radical removal of all 
ovarian tissue. 

(5) Treatment is dependent upon the following factors: type and severity of 
symptoms; palpable extent of the process; site of the lesion; age of the patient; 
need and desire for the preservation of the childbearing and menstrual functions; 


general physical condition of the patient, and the psychosomatic evaluation of the 
patient. 
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(6) When desirable and possible in the younger age group, reproductive function 
should be preserved. Excision and fulguration of all identifiable endometriosis 
lesions and suspension of the uterus, and possibly of the ovaries, should be done. 
When dysmenorrhea is a serious symptom, a presacral neurectomy is indicated. 
Term pregnancies in 34.4 per cent have been a reward more than sufficient to 
counterbalance the 15.6 per cent who had subsequent surgery or x-ray castration. 

(7) Patients up to 40 years of age who have had their families or do not desire 
children should have endometriosis lesions excised and fulgurated. A hysterectomy 
adds much to their subsequent comfort and leaving some normal ovarian tissue 
results in a more emotionally stable patient. A recurrence rate of 4.1 per cent in 
this group is not a serious disadvantage. 

(8) Patients who are over 40 years of age or younger women with widespread 
pelvic involvement should have the uterus and all ovarian tissue removed. Small 
endometriosis implants or even nonobstructive bowel lesions may be left in situ, 
since they regress following castration. 

(9) Severe menopausal symptoms may apparently be treated with estrogen sub- 
stances, despite a history of external endometriosis, without fear of reactivation of 
the disease. 

(10) X-ray castration is reserved for the recurrences of the disease when there 
are maximum symptoms and minimal palpatory findings. 

(11) Estrogenic substances depress ovarian function and will relieve the pain of 
endometriosis. Profuse and prolonged episodes of bleeding may then become an 
even more serious problem. Testosterone and estrogenic substances should be 


reserved as transient and temporizing treatment of external endometriosis and for 
the patient who refuses surgery. 6 references.—Author’s abstract. 


ENDOCRINOLOGY 


99. Action of Androstenediol Dipropionate and Methylandrostenediol on the Female 
Genilal Apparatus. 1. GIANAROLI, Bologna, Italy. Riv. Ital. di Ginec. 36: 
Fasc. 4, 249-267, 1953. 


In a comparative study of various derivatives of androstenediol it was estab- 
lished that androgenic and catabolic actions are produced when the substance is 
administered parenterally. 

Androstenediol produces an increase in weight of the uterus and the vagina; 
hypertrophy; hyperplasia; and secretory activity of the mammary gland in ovari- 
ectomized rats. 

An ester of androstenediol (3,7-dipropionate) produces an equilibrium action of 
the genital apparatus while methylandrostenediol intervenes actively in proteinic 
catabolism. 

Derivatives of androstenediol do not provoke secondary activities which justifies 
the use of the substances on females of all ages. 

Dipropionate, administered during the first phase of the menstrual cycle for the 
cure of fibrocystic mastopathy, does not produce hormonal disorders. 
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While d.p.a. produces an increase in weight in normal animals, methylandro- 
stenediol does not demonstrate a similar property to an appreciable extent. The 
two substances produced the same effect on the hypophysis. 

Methylandrostenediol exercises noticeable effect on fibrocystic mastopathy, on 
the uterine fibromyoma, on menopause, and on suppression of lactation. It also 
gives favorable results in the treatment of dysmenorrhea without suppressing 
ovulation, when administered during the preovulatory phase. 

From the data, it may be concluded that d.p.a. operates more efficaciously than 
methylandrostenediol, especially when functional ovaries are kept intact. 

The modifications observed are to be considered on a morphologic-functional 
basis, and evaluated both independently and as a whole. 25 references. 10 
figures. 1 table. 


MISCELLANEOUS 


100. Vitamin K, Antidole of Medications with Dicoumarol Type Effect. L. GaGui- 
arbi, Vercelli, Italy. 18:598-599. September 1953. 


It has been observed that definite substances with chemical compositions very 
close to those of certain vitamins can inhibit the biologic action of the vitamins. 

It is also known that derivatives capable of being substituted for vitamin H’ 
in enzymatic reactions annul the function of the cellular apoferments in such a 
way that the resulting ferment loses its fermentative property. This chemothera- 
peutic interference—the extinction of the chemotherapeutic activity of a com- 
pound caused by an inactive substance—is the most important factor in the 
mechanism of sulfamine action. 

The study of this competitive mechanism has not only linked the chemothera- 
peutic group to vitamins, but also started new research in the field of antivitamins. 


Up to now, such derivatives have been infrequently used in pathogenesis, and 
never in the semeiologic-diagnostic field. 


Some consider antivitamins to have an action mechanism based on antagonism 
with vitamins because of their analogous structures. Others have more restrictive 
concepts about the analogous structures and about the full inhibitory property of 
antivitamins. 12 references. 6 figures. 


BOOK REVIEWS 


Chronic Iliae Pain in Women. 4. B. ATLEE, M.D. Charles C Thomas, Springfield, 
Ill. 


This book is one of the American lecture series edited by E. C. Hamblen. The 
bulk of the book seems to be devoted to an attack upon gynecologists and surgeons 
for performing unnecessary operations on patients with undiagnosed iliac pain 
Instances of multiple operations with no resulting benefits are quoted: “In a recent 
consecutive group of women with right iliac pain, 12 had had one operation; 5 had 
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had two operations; 3 had three operations and one no less than five, all without 
avail.” The author’s advice that diagnosis of patients with obscure iliac pain 
must be preceded by studies from every conceivable angle—‘‘abdominal examina- 
tion, vaginal examination, rectal examination, examination of the urinary tract 
including a microscopic of the urine, cystoscopic and pylographic examination of 
the back for tender node points, any evidence of deformity, or leg shortening, x-ray 
examination, gastrointestinal tract, barium meal or enema with sigmoidoscopic, 
and, if still in doubt, consultation with an internist, psychiatrist, or some other 
surgical specialist in whose particular field any phase of the clinical picture seems 
to lie. Not until then is an exploratory laparotomy justified.” 


In my own experience, usually if the diagnosis is obscure following the first 
careful physical examination, all the above measures only serve to further confuse 
the issue by revealing nothing of importance so that the patient, having been put 
to great expense, finally has a laparotomy anyway. 

The book goes on to discuss the various causes of obscure abdominal pain in 
which chronic appendicitis is mentioned, only to describe this diagnosis as an 
extremely unlikely occurrence. Painful ovaries and tubes and retroversion of the 
uterus are dismissed as only rarely giving rise to abdominal pain. Conditions of 
the cervix and uterus causing pain are briefly considered, but little mention is 
made of the low grade pelvic cellulitis which is so common a cause of distress. 
Abdominal wall neuralgias and psychic pain are considered but one learns very 
little about what to do for these conditions except the use of the bland diet and 
bowel regulation. 


The book closes with further exhortations to avoid surgery unless a definite 
diagnosis makes operation inevitable. I myself should far prefer an exploratory 
laparotomy, with its rarely objectionable sequelae, to a long series of expensive, 


painful, and time consuming investigations, most of which would have no bearing 
on the condition. 


Under the conditions of modern surgery, exploratory laparotomy has become 


an important diagnostic factor as well as a procedure invoked for the removal of 
diseased tissue.—E. A. S. 


Pelvic Relarations and Hernialions. JAMES M. WILSON, M.D. Charles C Thomas, 
Springfield, Ill. 62 pp. 


This little book is written for students and attempts to illustrate the normal 
pelvic anatomy from the clinical aspect, rather than from the academic, and to 
show the architectural changes that occur with pelvic relaxations. The indications 
for surgical interference and the principles of repair are considered, instead of 
detailed operative technics. The attempt to simplify the anatomy of the pelvic 
fasciae and the effects of lacerations and relaxations upon the direction and the 
blood supply of these fibers is a worthy one but not productive of very good results. 
I find the illustrations and the text rather confusing. Undoubtedly the author had 
a definite purpose in view in preparing this book for students and this purpose 
has probably been achieved.—FE. A. S. 
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Pregnancy Wastage. Edited by Eant tT. ENGLE. The Charles C Thomas Co., 
Springfield, Ill., 1953. 


This is a small but formidable volume consisting of 15 essays upon the general 
subject of failed pregnancies, written by scientists distinguished in the study of 
reproduction. In his foreword the editor states that the title selected was finally 
chosen to encompass the loss of the products of conception at any stage before 
full viable maturity. 

The essays are on a high scientific plane, beginning with the discussion of early 
abnormal embryos of the rhesus monkey by Doctors George Corner and George 
W. Bartelmez, and followed by articles upon fertilization failure in mammals, the 
role of the endometrium in implantation and fetal growth, the pathologic aspects 
of fetal death in utero. There is a discussion of ACTH and cortisone in pregnancy, 
and an introduction to the statistics of abortion. These essays, while in great 
measure unrelated to each other, are all concerned with the factor of failures in 
reproduction and therefore fit well together in one volume. From the reader’s 
standpoint, it is regrettable that someone, preferably the editor, did not correlate 
the knowledge gained from these essays in a final article. Altogether this collection 
is an exceptional piece of authoritative work and opinion.—Edward A. Schumann. 


Roentgenology in Obstetrics and Gynecology. WILLIAM SNOW, M.D. Chief Radiologist. 
Veterans’ Hospital, Springfield, Ill. Charles C. Thomas, 1952. 363 pages. 
Price: $10.50. 


Dr. Snow makes a clear and careful presentation of the use of the roentgen 
method in obstetrics and gynecology in this volume. A comparative review of 
other recognized methods of pelvimetry introduces the subject. Following this 
there is a detailed presentation of the Snow technic, and a concise record for pre- 
senting the findings is introduced. There is an excellent discussion of pelvic 
architecture and the method in which architectural factors may influence position, 
engagement, and delivery. 

The fetus, itself, is given considerable treatment. A most interesting section on 
placenta previa and soft parts is introduced. In the same section are several 
interesting items of research on the determination of the sex of the fetus. 

Uterosalpingography is described in considerable detail. The technic is clearly 
presented and roentgen findings are demonstrated. Two equally interesting 
chapters deal with the relationship of the internal genitalia and the urinary tract 
and the gastroimtestinal tract. 

This book is a welcome addition to the roentgen literature and can be heartily 
recommended for the roentgenologist, the obstetrician, and the gynecologist. 
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